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Sir Henry Paget wrote nearly half a century 
ago: “Various views are entertained and much dis- 
cussion has taken place respecting the causation of 
cancer, but little has as yet been ascertained on the 
point.” Since that was written, governments, mu- 
nicipalities and millionaire philanthropists have 
spent enormous amounts of money in their endeavor 
to discover the origin of malignancy in the human 
tissues, but notwithstanding this vast expenditure 
of money, brains and energy going on in every civ- 
ilized country to-day, the effort has so far failed, 
and the statement stands with equal truth to-day. 

“If I am to die without a chance for my life, 
then several thousand years of medical research 
have amounted to nothing,” said President Harper, 
of Chicago Universiay, on his deathbed. Inability 
to answer this heart-rending appeal is an admission 
of our failure to solve the cancer problem. 

The history of cancer is the history of the hu- 
man race. Descriptions of it are found in the As- 
syrian hieroglyphics, evidences of it are found in 
the mummies. Besides human beings, birds, fishes, 
animals and reptiles are afflicted with it and 
throughout Nature’s other creations are the marks 


of these malign growths. Cancer is said to be in-" 


creasing. Crile, in his paper read before the last 
meeting of the American Medical Association, in 
Chicago, estimates that there are at the present time 
80,000 cases of cancer in the United States, but he 
thinks the increase is more apparent than actual. 
More than 80% of all tumors of the breast are 
malignant. One in eight of all the women who 
reach the age of 35, is doomed to die of cancer, 
Therapeutic resources offer no definite solution 
of the problem. Excepting isolated cases, radium, 
the x-ray and other light treatments have failed to 


- xpd before the Practitioners Society of Orange, N. J., June 


make their alluring promises come true. The tox- 
ins, antibodies, opsonins, the parasiticides, and the 
antiseptics, as is to be expected, proved to be of 
no value. The various serum treatments, the fer- 
ments, the juices and the other special remedies 
have failed to produce consistent results. In spite 
of the great advances in other scientific lines, hu- 
man beings, suffering with this trouble, are still 
forced to look to operative treatment for hope of 
relief, not entirely as a last resort, but as the one 
and only resort that scientific medicine after all its 
years of research is able to offer. Not in vain has 
the cancer victim turned to surgery for help. If 
surgery has not conquered the enemy it has made 
a vigorous attack upon it and carried many of its 
outposts. Aided by the many new facts learned 
in the pathological and histological laboratories, by 
our new knowledge of the law of the growths of 
these tumors, and by the indomitable activity of sci- 
entific workers, the surgeon is now enabled to ex- 
tirpate the growth with better chance of its complete 
and permanent removal. Guided by the permeation 
theory of Handley, the observations and operative 
work of Ewald, Hause, Rosenheim, Warren, Cath- 
cart, Bland-Sutton and many other modern clin- 
icians and pathologists, surgeons have succeeded in 
developing an almost perfect technic. Without the 
aid of these experiments, the pathological and his- 
tological laboratories, and the philanthropists who 
have aided with large amounts of their money, sur- 
gery would be far less capable of the great work 
which is now being done in this line, or at least, 
the attainment of success without such help, would 
have been put off for an indefinite period. 

But a short time ago the mortality resulting from 
surgical work in all kinds of cancer was 66%. Now 
the average immediate mortality is only about 3%. 
The mortality for all surgical operations excluding 
those from malignancy, is about 1%—not a bad 
comparison, 

Formerly a cure for cancer was supposed to be 
obtained if the patient remained alive and well three 
years after the operation. Now the average period 
is much greater. Cases have been reported living 
eight, nine, ten, eleven, thirteen, fifteen, seventeen, 
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nineteen and twenty-one years after the primary 
operation. Dennis and Kansdoefer each report 
cases living twenty-nine years after amputation of 
the breast for cancer. The period of survival after 
operation should at least be doubled in extent, a 
wonderful triumph for modern surgical skill and 
knowledge. 

Naturally surgery has its limitations in the good 
it can do. It is an admission that we have no cure 
for the cancerous state, or general condition, when 
we assume to put a time limit on the return of the 
disease. It may not return in the same organ. It 
cannot, if it has developed in an organ which can 
be completely extirpated, but it may return in an- 
other part, and it frequently does. From this point 
of view possibly resort to the knife is a confession 
of our failure. 

To obtain these favorable results, brilliant as they 
are, we have to mutilate the human body sometimes 
frightfully, and always definitely; and in certain 
cases, indeed, far too many, these tumors are be- 
yond the reach of the beneficent knife. When the 
anatomist, the biologist, the chemist, the pathologist 
and the clinician are ready to tell us of the dis- 
covery of the primary cause of cancer, then perhaps 
the cure may be obtained without resort to surgi- 
cal methods. Until this time, however, much as 
we may deprecate the necessity of these mutilating 
procedures, they are at least necessary ones and 
are of inestimable value. Frightful as they may be, 
they relieve the afflicted victims from the merciless 
torture of a slowly encroaching cancer, ulcerating, 
foul-smelling and painful, lasting for months or 
years, and they relieve the relatives and friends 
from the distressing and demoralizing spectacle of 
their loved one as an object of a repulsive and sick- 
ening disease. Surgery, for a time at least, pre- 
vents all that suffering and restores the patient to 
apparent health and to his family and friends. The 
operation takes from the patient the certainty of 
death, and restores to him the uncertainty of life, 
which from a philosophical point of view is our 
universal lot. 

The operation of removal of the breast for can- 
cer is in old and time-honored one. Surgery has 
advanced by such leaps and strides in the past few 
years that the difference between the old “dinner 
plate” operation and the modern technic of this 
procedure is as great as the distance between the 
poles. 

This particular operation is a most brilliant ex- 
ample of the use made of our modern knowledge 
of the cancer subject. The results of this pro- 


cedure show the resources and the scientific skill 


of the surgeon carried out to their most successful 
ends. Since we are compelled by our lack of 
knowledge of the cause and origin of cancer to re- 
sort to the knife for a cure, the successful result 
of these surgical efforts fills every surgeon’s breast 
with pride. The knife may be only a compromise, 
but it is an evidence of the great advances made in 
the art of surgery in the immediate past, and adds, 
by the gratifying results accomplished, to the glory 
of surgery as an exact science. Many factors must 
be taken into consideration and many details are to 
be worked out before successful results can be ob- 
tained. The operator must have a deep and inti- 
mate acquaintance with all the latest discoveries in 
histology, pathology and laboratory work as con- 
nected with cancerous growths. He must also be a 
skilled mechanic, with pluck, good judgment and 
determination; vigorous and rapid in his incisions 
and sure and certain in his workmanship, One of 
the modern surgical workers is thus described by a 
colleague: “He is a. surgeon who developed his 
skill in these operations by applying a perfected 
technic to a correct pathological conception and his . 
work serves as a general model for cancer opera- 
tions at this time.” 

In these cases early diagnosis is essential. For a 
successful result the operation must be performed 
before waiting for the glandular enlargement and 
cachexia. A diagnosis is sometimes to be made on 
the shortening of the trabeculz so that the breast 
is restricted in its excursion on the chest wali. The 
wholly favorable operative cases in breast cancer 
are those on which no glands are palpable, where 
the skin is not involved and where the muscles or 
fascia are still free from the disease. In operating 
rapidity is absolutely necessary. Frequently the 
great amount of dissection which must be carried 
out makes the operation longer than is desirable. 
There must be a complete removal of the tumor, 
the lymphatic glands, fat of the breast, axilla, and 
the skin well wide of the tumor, as well as the 
breast muscles and fascia. The glands and the tu- 
mor itself must not be cut, injured or squeezed dur- 
ing the operation, for this trauma would permit 
the cancer cells to get into the wound surface and 
thus into the lymphatics. Rough surgery is ever 
to be condemned, particularly here. Sharp dissec- 
tion is always commendable. Gloves are safer than 
bare hands because of the length of time this oper- 
ation takes. Little blood should be lost. Trans- 
fusion may be necessary and should always be ready. 
Hemostasis must be carefully looked after. Drain- 
age is to be avoided in an ideal result. In a large 
axillary space great care is necessary to obtain 
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primary union. Tension buried sutures will close 
the cavity if the incision is properly made. 

As to the skin incision a fixed rule is impracti- 
cable, it depends upon the size and the position of 
the growth. Handley has clearly demonstrated in 
his experiments, that it is from the subcutaneous 
nodules that metastasis takes place and that the 
nearer the nodules to the tumor the greater the lia- 
bility, therefore, we must make the skin-cut wide 
of the tumor. The carcinoma cells are carried by 
way of the lymphatic channels along the fascial 
planes, as a rule. Various forms of incisions are 
made so that the cavity left by the removal of the 
tumor may be easily filled in. Skin-grafting in 
these cases is, if possible, to be avoided for several 
reasons. It prolongs the time of an already danger- 
ously tedious operation, it adds to the chances of re- 
currence, the remaining scar surface is over-ex- 
tended and poorly nourished, and the grafts do not 
always take. Allowing an extensive space to fill in 
by granulation has even more marked drawbacks 
and also the disadvantages of a long convalescence. 
Part of our modern technic demands that we bring 
the widely separated wound edges together for pri- 
mary union. 

Warren makes an ingenious incision for over- 
coming the difficulty in an extensive operation. His 
operation is well pictured and described in his arti- 
cle in Annals of Surgery, Dec., 1904. 

A brief description of the procedure as [ at- 
tempt to carry it out, is as follows: 

An incision is made from the anterior and outer 
margin of the axilla running a little above its 
upper border and the line of insertion of the pec- 
toralis major muscle, around the lower border of 
the breast to a point on the boundary line of the 
inner and lower quadrant. A second incision is 
made beginning at the middle of the anterior axil- 
lary fold, gradually diverging from the first in- 
cision as it approaches the breast and then sweep- 
ing around the upper and inner margin of the breast 
to the point of the other cut. This marks out a 
very broad space, and in order to allow for the 
cavity which will be left, Warren begins his pecu- 
liar incision at about the level or a little above the 
level of the nipple. Then beginning on the line 
of the first incision he cuts outwardly at right angles 
to it for several inches, sweeping out and then down 
parallel to this incision, ending at the lower level of 
the original wound. This forms a free flap which, 
after it is dissected out, is to be carried upward and 
inward across the breast to fill up the space left by 
the removal of the large amount of tissue. After 
these incisions have been lined out, the second step 


of the operation is to dissect out the integument 
freely on all sides from the underlying adipose tis- 
sue. The dissection is carried on toward the inner 
side until the edge of the sternum is reached ; on the 
outer side it is carried to the insertions of the ser- 
rati muscles into the ribs and to the edge of the 
latissimus dorsi and proportionately below. Above, 
the dissection is carried to the clavicle and deeply 
into the axillary space, leaving thus exposed a cone 
of tissue with the apex at the nipple or at the mid- 
dle point of the cancerous tumor, and its base on 
the trunk limited by the lines of the far edges of the 
dissection. Beginning above, a few sweeps of the 
knife cleans the fascia over the insertion of the pec- 
toralis major muscle. The fingers of the left hand 
are inserted under the humeral insertion of this 
muscle and it is divided with the scissors close to 
the bone, carrying the incision upward along its 
insertion on the clavicle. The pectoralis minor in- 
sertion is cut through in the same way. The assist- 
ant then retracts the breast strongly toward the 
median line, thus exposing the axilla. The fascia 
is divided and the large vessels are plainly seen. 
Just at this point great care must be taken not to 
cut or injure the lymphatic glands in any way or to 
separate them from the adipose tissue, the intention 
being to remove the mass of fat as a whole with the 
lymphatic glands in it. The vessels and large nerves 
are bared, completely clean of any adipose tissue. 
Now the knife is swept beneath the mass consisting 
of tumor tissue with the pectoral muscles and the 
underlying fascia, and it is forcibly retracted toward 
the median line and with a few rapid cuts the sur- 
geon peals it cleanly and completely from the chest 
wall. 

In order to block off the possibility of carrying 
the cancer cells into the general lymphatics, a towel 
wrung out of hot water (120° F.), is placed in the 
wound and follows the removal of it quickly across 
the tissue. This is the last step in the removal of 
the tumor. During the operation hemostasis has 
been attended to by an assistant. 

If it is intended to remove the glands in the neck, 
a further incision is made along the posterior border 
of the sterno-cleido-mastoid, the omo-hyoid muscle 
is hooked out of the way and the adipose tissue 
with the attached lymphatic glands is carefully dis- 
sected out by sharp dissection and with the same 
care as below. All bleeding points are caught with 
forceps and tied as rapidly as possible. 

The operation itself should not take, in the hands 
of an experienced surgeon, over thirty minutes 
from the beginning of the incision to the complete 


‘ suturing of the wound edges. If the skin flap has 
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been properly dissected and the tumor was not too 
large, the incision can be brought together without 
this extra incision of Dr. Warren. When this in- 
cision is necessary, suturing is begun on all four 
sides of the wound, after carrying the flap across 
the breast and fixing it in the site of the excavated 
space first. After the operation has been performed 
a few times, it is surprising to see how rapidly and 
completely this enormous space can be closed in, An 
expert surgeon, and none but an expert, ought to 
undertake this operation, can get through with this 
extirpation of the breast in thirty-five to forty min- 
utes, at the outside fifty minutes. Longer than an 
hour adds to the danger of shock and the anes- 


thesia, and an operation lasting an hour and a half. 


or more ought not to be undertaken, unless the 
exigencies of the case make it an unavoidable neces- 
sity. 

The following cases illustrate some varieties of 
the operation: 

Case I. Miss McM., aged 33, right breast. June 
10, 1898. She had a typical hard tumor with re- 
traction of the nipple without any palpable glands 
of the axilla. The operation was carried out in- 
cluding excision of all the contents of the axilla. 
The patient was rather thin and spare and the 
edges of the wound were brought together without 
very much difficulty and without any extra cuts. 
Healing was by first union, and the patient was 
discharged at the end of three weeks with no 
symptoms of special interest. Five years later she 
appeared with a small growth in the left breast. 
The same operation was performed with practically 
the same results. No drainage in either operation. 
She made an uneventful recovery and there has 
been no return of the tumor anywhere else. The 
pathologist reported on both specimens that they 
were typical adeno-carcinoma. The patient was in 
my office June 21, 1908, and aside from a little 
dyspepsia from which she complains she is not ill 
or affected in any way. 

Case II. Mrs. O’C., September, 1899. Age 61 
years. Tumor of the right breast which she had 
first noticed eight months ago, and which rapidly 
increased in size. She is a very fat subject and the 
glands in the axilla could not be made out. The 
tumor was the size of a grape fruit. Pain was com- 
plained of, there was beginning edema of the fin- 
gers. The usual operation was performed, which 
included the removal of all the axillary contents. 
An additional incision was made somewhat similar 
to the additional cut in the Warren operation, by 
means of which the edges of the wound were 
brought together except at two points where drain- 
age tubes were inserted. The tubes were. removed 
in 72 hours. The wound healed kindly and in about 
six weeks she was discharged from the hospital. 
She was seen four years later, there was no recur- 
rence: in the other breast nor anywhere else. She 
has since. escaped from notice but I feel sure that 


if there had been any return of the cancer she 
would have reported. The pathologist reported the 
tumor to be a sarcoma. 

Case III. A very recent case was Mrs. B. S., 47 
years old, who was operated upon at St. Vincent’s 
Hospita!, March 15, 1908 Patient had tumors of 
both breasts with well marked axillary enlarge- 
ment in both axillz. Complete operation was done 
inc'uding the removal of all the axillary contents, 
both pectoral muscles and the underlying fascia. 
The skin, as in all these cases, was removed wide 
from the tumor location. In the left breast a drain 
was inserted, and none on the right side. Although 
both operations were very extensive, as can well 
be imagined, it took only an hour and thirty minutes 
from the beginning of the cut to the sewing of the 
last suture. No extra incisions had to be made to 
bring the edges of the wound together. The axil- 
lary space was cleaned out to the bare bloodvessels 
and the nerve plexuses. No incision was made in 
the neck. The wounds healed kindly and rapidly 
and the patient was discharged on the twenty-eighth 
day ofter operation. I saw the patient within the 
last week, and the only suspicious circumstance 
about her is that there is still some oedema of the 
fingers of the left hand, and that where the drain- 
age tube was removed on one side, the cicatrix is 
rather firmer and more elevated than I like to see 
it, in fact, it looks like a keloid growth. 

This case, of course, does not offer a favorable 
prognosis in any way, the operation having been 
delayed until long after the period of election, for 
operative procedure. 

Conclusion.—Without a better knowledge than 
we have at present of the cause, origin and increase 
of that malignant lesion of human tissue called can- 
cer, the only hope lies in surgery, early, complete- 
ly and extensively applied by means of the knife. 
Unfortunately, there is a limit to the promises even 
of surgery, but within its limitations its scope is 
powerful, certain, and wonderfully hopeful in the 
end results which it produces. We may assert, 
therefore, that as a result of modern surgical knowl- 
edge and operative technic and skill, the surgeon 
can assure to his cancer patients, if seen early 
enough, the definite certainty of a comparatively 
long life. 


46 WEsT 55TH STREET. 


FRACTURE OF THE CARPAL SCAPHOID. 


Fractures of any of the carpal bones are possible, 
but the one most frequently affected is the scaphoid. 
It has long been known as a complication of Colles’ 
fracture, but the importance of a simple fracture 
of the scaphoid has not been properly recognized. 
It is-not-a rare condition, but like so many of these 
injuries, it has usually been treated as a sprain with 
resulting pain and loss of function. 
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AN IMPROVED TECHNIC FOR THE RADI- 
CAL CURE OF CANCER OF THE 
RECTUM. 


F. G. Du Bose, M.D., 


SELMA, ALA, 


In malignant disease of the alimentary tract, can- 
cer of the rectum stands next to that of the stom- 
ach in order of frequency. The operative mortality 
is higher for cancer of the rectum than that of any 
other operation for cancer of the alimentary canal; 
the prognosis as to final recovery is equally uncer- 
tain. These unfortunate facts make this field of 
work unpromising and deter the ambitious, the con- 
servative and the timid alike from encouraging sur- 
gery in any advanced type of this serious and dis- 
tressing disease. The varying modes of operating 
and the indiscriminate selection of cases figure in 
making the mortality high, but a study of the re- 
ported cases shows that the cause of over 50% of 
the deaths following these operations is sepsis. It 
is well known that surgery of the lower alimentary 
tract is dangerous on account of its germ laden and 
infectious contents. The first requisite of success 
is, then, the elimination of this, the greatest source 
of danger. I hope to show that this can be accom- 
plished by an operation done in two stages, and will 
briefly epitomize its evolution from the time the 
first combined operation was done by Czerny as an 
exigency in 1883. Having begun a perineal opera- 
tion for the removal of the rectum he found it nec- 
essary to open the abdomen in order to complete the 
same. Following this report there appeared a train 
of variations in operative technic known as the com- 
bined method by Kraske, Maunsell, Hochenegg, 
Chaput, Gaudier and others. It was first proposed 
by Weir, and successfully carried out by the Mayo 
brothers, to do the combined operation at one sit- 
ting simultaneously, the one operator doing the ab- 
dominal, the other the perineal part of the complete 
removal at the same time. The operative mortality 
as reported by the Mayo brothers was 26%. There 
is no doubt, in my mind, from a review of the re- 
ported cases during the past decade, that the desire 
to preserve the original anal outlet for fecal dis- 
charges is responsible for most of the failures. The 
greatest difficulty seemed to be in the failure of the 
sutures to hold in the gut at the point of implanta- 
tion in the anus or in the reunited ends of the re- 
sected bowel. Sepsis, fistulae, and very frequently 
death resulted from this failure of union and the 
retraction of the distal end of the gut as a conse- 
suence. Quenu and Hartwell lately advocate a pre- 


liminary colostomy done some weeks before the re- 
moval of the growth by the perineal route. This 
plan affords a real advance in the technic of this 
operation, for by this means alone are we enabled 
to eliminate in a large measure, the greatest source 
of danger, that of sepsis following this procedure. 
An incontinent perineal or sacral anus or its ac- 
companying fistulz is as offensive and as distres- 
sing to the patient as any fecal fistula in any position 
and quite as difficult to mechanically restrain. It is 
easily possible to make a continent inguinal anus by 
the method to be described. We have then a two- 
stage operation: first, amputation of the rectum or 
lower sigmoid with invagination and closure by su- 
ture of the lower segment and the establishment of 
a permanent artificial inguinal anus with the upper 
sigmoid by the intermuscular method. Subsequently 
and after recovery from this operation the complete 
removal of the rectum and thorough cleaning out 
of the pelvis, its fat, connective tissue and glands 
along with the rectum. Up to the present this is as 
far as any operation as yet reported goes, but this 
eliminates, in a large measure, the 50% immediate 
mortality from sepsis. The next greatest danger is 
that of recurrence which is noted in 35% of those 
who survive the operation. Early operative inter- 
ference, which can be consequent only to the pains- 
taking examination of every case presenting with 
any rectal disorder and the arriving at an early diag- 
nosis, is, of course, most essential. Yet rarely do 
we find the ideal in this particular field; it is only 
after failure from the prolonged use of various 
patent pile cures that the physician or surgeon is 
sought. In these more or less advanced cases as in 
the one here presented where the uncertain or im- 
practicable removal of all cancerous tissue and the 
elimination of all stray cancer cells is not within 
the probabilities of the case in hand, the suggestion 
here made and faithfully followed in this case, is 
urged. That is the daily application of the 1-rays to 
the entire operative field, leaving the same wide 
open without any approximation or coaptation of 
surface, in order that every part may be reached by 
these rays, permitting it to heal only by granulation 
of tissue. 

Report of case: 

Mr. R., age 56. Married. Grand-mother died of 
cancer of face. Brother died of cancer of stomach; 
diagnosis verified by autopsy. Suffered from piles 
for years but not te such an extent that work of 
carpenter at bench was interfered with. Has been 
in robust health up to November, 1906, when he 
began to lose flesh, experiencing more trouble with 


his niles and some discomfort at stools; this condi- 
tion was persistent and progressive; lost ground 
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rapidly during the summer and fall of 1907, noticed 
pus as well as blood in actions and a peculiar offen- 
sive odor; found it necessary to keep actions thin in 
order to have a stool, these were frequent, difficult, 
attended with bleeding and discharge of pus and 
blood, experiencing difficulty in securing a move- 
ment though the actions were kept loose by salines 
and enemata. Painful and frequent urination, both 
burning and tenesmus being present. Some pain in 
penis and testicles at times; was seen by a surgeon 
in the early part of November, 1907, in consultation 
with his family physician, the advice given as a 
result of this consultation was against operative 
relief on account of the well marked cachexia and 
the weakened general condition, as well as the ap- 
parently advanced degree of the malignant process. 
His bleeding, loss of strength and general discom- 
fort becoming more intense and persistent, I was 
called to see him November 30, 1907. Physical ex- 
amination revealed a rectal tumor the size of a 
small orange, completely encircling the rectum 
about three inches from the anus, the lumen of the 
gut being so constricted that it would not admit 
the passing of examining finger into bowel. A No. 
24F. rectal tube passed with resistance. There was 
a discliarge of blood and pus with the odor char- 
acteristic of cancer. A thrombotic pile the size of 
a hazelnut, external to sphincter, no enlarged ingui- 
nal glands. No history of syphilis nor evidence of 
previous luetic lesion, further attested by being the 
father of a large and healthy family. He was 
large, lean, anemic, and cachectic. He was certain 
to die if left alone, to die miserably, in agony, with 
small hope of but a measure of relief. He was 
pro:mised, as a result of the operation which was 
advised, relief for the present from the pain at 
stool, a probable gain of strength, a possible cure, 
in ay event the avoidance of death from obstruc- 
tion of the bowels. The operation was done in two 
stages: 

Abdominal part was done December 2, 1907, after 
three days of preparatory treatment. Gas-ether nar- 
cosis; four-inch incision along outer border of the 
left rectus muscle. The sigmoid was brought out of 
wound, and divided between clamps with a thermo- 
cautery about the junction of its third with its 
fourth portion. This part of the gut was selected 
on account of its being that portion with the long 
meson. It is well to bear in mind that the sigmoid, 
at its origin in the left iliac fossa at the outer border 
of the psoas muscle has practically no mesentery, be- 
ing plastered down over the psoas muscle for the 
two inches it parallels this muscle in its downward 
course and until it crossed over the psoas to its in- 
ner border where the mesentery begins as such; 
rapid lengthening allows the wide degree of motil- 
ity of the third portion of the sigmoid, that long 
loop of ten or more inches with its convexity up- 
ward when lying in the pelvis and downward when 
raised into the abdominal cavity. The upper sig- 
moid segment was wrapped in gauze and held out 
of operative field while the lower segment was in- 
vaginated into the rectum after ligating and divid- 
ing its mesentery down to and below the reflection 


of peritoneum which was incised around the bowel 
and closed with sutures after the invagination into 
the rectum was secured by pursestring and Lembert 
sutures. This shut off completely the peritoneal 
cavity from the pelvic cavity with the growth and 
other contents, below the promontory of the sacrum. 
A second incision 2% inches long and three inches 
external to the first and paralleling it, was made in 
the abdominal wall through the external oblique 
muscle down to the aponeurosis of the internal ob- 
lique; these muscles were separated by blunt dis- 
section toward the middle line of the abdomen till 
the first incision was reached; the handle of the 
clamp holding the upper sigmoid segment was 
passed through this opening and out through the 
second skin incision, dragging the gut with it. The 
first incision was closed by the layer method, stitch- 


Fig. 1. Showing Line of Incision and Position of Inguinal Anus. 
ing the peritoneum around the gut, and one layer of 
fascia, the other layer of fascia and the skin were 
closed above the gut. The muscle and skin were 
coapted by interrupted sutures up to the gut which 
was sutured to the skin, after removing clamp and 
plugging the open bowel end with gauze to prevent 
soiling the wound, this gauze was anchored by su- 
ture tied to the dressing. Silver foil formed the 
protective dressing. The gauze was withdrawn 
from the bowel end twenty-four hours after the 
operation and the dressing changed as often as 
soiled. The patient stod this operation very well 
and in the interval of three weeks made a decided 
gain in color and strength. 


Second Operation—Having flushed the rectum 
daily since the fifth day following the first operation 
I felt that it was fairly clean. However, a strong 
permanganate irrigation was given just prior to pre- 
paring the field for operation. The patient was 
placed in lithotomy position and an incision begin- 
ning at the tip of the coccyx was carried upward 
encircling the anus, the anal skin was dissected 
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loose, turned in and sutured. The sphincters were 
removed, the levator ani incised, its median raphé 
divided, and the rectum pulled forward over the 
perineum. Beginning now at the tip of the coccyx 
and hugging the sacrum, the perirectal fat, glands 
and connective tissue were separated from the pos- 
tero-lateral pelvic wall till the upper loose end of 
the rectum was reached, this was caught and pulled 
downward and backward and its separation from 
the bladder and prostate begun; on account of the 
adherence of the growth to the prostate the gut 
was torn open while dissecting it off. There was 
considerable thickening of the capsule of the pros- 
tate and evidences of infiltration or extension of the 
cancerous process to this gland. The removal of 
growth, rectum and surrounding tissue left an enor- 
mous cavity which was packed with iodoform gauze 
and left open. Only one suture was placed in the 
skin and that about an inch below the scrotum. 
After forty-eight hours the iodoform gauze and two 
clamps, which had been left on the middle sacral 
and middle hemorrhoidal arteries, were removed. 
The wound was held open by self-retaining retrac- 
tors, and a twenty minute exposure to the +-rays 
given. This was repeated daily till the cavity filled 
with granulations and healed. The patient was dis- 
charged from the hospital February 4, 1908, hav- 
ing gained fifteen pounds. He is still gaining flesh 
and strength, is at work, has perfect control of his 
bowels, there is no odor about his person and he 
does not object to the inguinal anus. He wears a 
ring with a rubber cover over his anus as a pre- 
caution, but never has any leakage. He can control 
the movement of his bowel by his own muscular ef- 
fort and wait for a convenient time to evacuate 
them. A few montis is too early to say anything 
as to the possibility of a return of his growth, but 
at present he is comfortable, strong and in good 
spirits ; this compared with his former condition, is 
to him a very great relief. 

In the technic I have followed Hartwell, except 
that I placed the gut between the two muscles and 
made the anus in the iliac region, whereas he slipped 
the gut under the anterior sheath of the rectus and 
made his anus in the middle line between the umbili- 
cus and the pubes. The perineal operation is al- 
most that described by Quenu. The leaving of the 
pelvis open and exposing the site of the growth to 
the x-rays till this large space had healed, I believe, 
was first done in the after-treatment of this opera- 
tion. 


ABDOMINAL INJURY. 

The severity of an injury, sufficient to excite a 
demonstrable collection of fluid within the abdomen, 
is an uncertain quantity, and this uncertainty affords 
a good and sufficient reason for an early laparotomy, 
which discloses, perhaps, in addition to the source 
of hemorrhage, a tear in a hollow viscus.—Orto C. 
Gaur in the Pennsylvania Medical Journal. 


APPENDICITIS. 
M. Iverson, M.D., 
STOUGHTON, WIS. 


Not many years have elapsed since the disease 
then commonly spoken of as “inflammation of the 
bowels,” has been recognized as genera! peritonitis 
resulting from disease of various organs, and I 
readily recall the time when typhlitis, peri-typhlitis 
and para-typhlitis, supposed inflammation of the 
ascending colon and the connective tissue behind it, 
was found to be an inflammation of the vermiform 
appendix, true appendicitis with all its secondary 
accidents. 

It may appear superfluous to add to what has al- 
ready been said of appendicitis, its discussion appar- 
ently having reached a climax; but as one who has 
watched the “evolution of appendicitis” from its in- 
cipiency to its termination, I hope to be pardoned 
for being so bold as to venture a few original 
thoughts, when in this paper, I relate the “statu 
quo” of appendicitis, as I see it. 

Appendicitis may occur at any age. It rarely oc- 
curs before the period of artificial feeding in chil- 
dren; the ingestion of meats is a prominent factor 
in causing digestive derangement and is to be viewed 
as an efficient predisposing agent, as also are dysen- 
tery and diarrhea. The frequency of appendicitis 
progresses with the age of the child until its cul- 
mination between the ages of fifteen to thirty-five 
years. Its lesser occurrence in older persons is due 
to the degeneration of the mucous membrane. 
Chronic, slow ulceration and resolution of newly 
formed connective tissue may have occurred after 
repeated inflammation, that, as long as retention 
did not occur, caused few, if any, symptoms which 
pointed to appendicitis ; still may have been of suffi- 
cient importance to gradually effect an elimination 
of the appendix, the morphologic elements being 
replaced by connective tissue. Again, the aged do 
not partake of meat in large quantities, also are as a 
matter of fact, more or less immunized against the 
toxins in question. 

Appendicitis may be classified as follows: 

1. Acute inflammatory appendicitis. This is 
characterized by the different phases of retention, 
colic, erosion, infection, ulceration, gangrene, ab- 
scess and peritonitis. 

2. Chronic appendicitis. Recurrences of acute 
appendicitis accompanied by symptoms due to the 
changes produced by the acute attacks, such as stric- 
tures, adhesions, kinks from the contraction of new- 
ly formed connective tissue and agglutination of the 
peritoneal surfaces. 


3] 

t 
il 
d 
s 
n 
e ; 
a 
e 
e 
iS. 

h 

d 

t 

e 
n 

e 

1S 

n 

g 

d 


AMERICAN 
232 JOURNAL OF SURGERY. 


IvERSON—APPENDICITIS. 


August, 1908, 


3. Catarrhal, or the “non-inflammatory form” 
of some writers. This stands in a class by itself, in- 
asmuch as it may give rise to actual pain and colic 
as well as mental agony from fear of impending 
danger. It is often chronic and accompanied by al- 
ternating diarrhea and constipation, with prolonged 
anorexia and hypochondria and resuiting constitu- 
tional changes which are more than sufficient to 
justify appendectomy even if, aside from congested 
bloodvessels, no macroscopic changes may be ob- 
served in the specimen. It is impossible to say 
whether such an appendix is normal until it has 
been opened, and frequently not then, unless it hap- 
pens to be filled with glairy, opaque, more or less 
purulent mucus not yet expelled. It is likely that 
the symptoms are not entirely due to the psychical 
reaction, but also to the alternate retention and ex- 
pulsion of ptomaines or bacteria-laden chylus from 
the little morbid incubator. 

Catarrhal appendicitis may originate as such, but 
is oftentimes the result of one of the “cured” cases, 
and merely an interim form, the patient not having 
regained full healthy digestion since his first attack. 
There is not a surgeon who does not from time to 
time operate on such cases which have presumably 
been cured by medical treatment. I had occasion to 
perform appendectomy on a farmer who had been 
“cured” nine times in twelve years (his wife having 
decided that she could not stand any more). Dur- 
ing the three years which have transpired since the 
operation he has enjoyed better health than ever. 

4. “Appendiculoid conditions” due to specific in- 
fection, such as typhoid fever, tuberculosis, actino- 
mycosis, anthrax, also cancer and sarcoma, are 
characterized by slow course and are usually inde- 
finitely diagnosed as appendiculoid or appendicitis- 
like conditions. - 

5. The so-called rheumatic appendicitis. This 
probably does not exist per se, but resorption from 
retention in the appendix may give rise to general 
rheumatism just as it occurs from other infected 
foci, for example, tonsillitis. . 

There may be many predisposing and one or more 
immediate causes of appendicitis. Indubitable proof 
as to one exact cause has not yet been brought for- 
ward. The factors spoken of in this connection 
are legion, and lack of space and time preclude 
more than a passing reference at this moment. As 
early as 1886, Jorgensen insisted that inspissated 
fecal collections were a more frequent cause of ul- 
ceration and perforation of the appendix than the 
much abused fruit-stones. He also states that ul- 
cers from “specific” infection, such as typhoid, dys- 
entery, and tuberculosis may cause similar forms of 


inflammation, but rarely so. He also mentions can- 
cer as an etiological factor. 

It has been claimed that the appendix is a rudi- 
mentary disappearing organ. I do not share this 
opinion. If it had cause for disappearance it seems 
to me it surely would have disappeared long ago. 
It has been my good fortune to measure several 
which were five to seven inches in length. They oc- 
curred even in old men in whom we have every rea- 
son to believe that senile changes had taken place. 
In my opinion, it is due only to the unnatural condi- 
tions of civilized foods that the appendix comes to 
grief, causes which have not been current long 
enough to effect any marked influence on the organ 
in question. An appendix disorganized by disease 
being replaced by newly built contracting connective 
tissue is a regular pathologic proceeding, but is not 
an inherited physiologic involution. 

Mechanical conditions causing retention and 
propagation of bacteria serve to conduct appendici- 
tis through.its different stages. The associated in- 
fection is usually due to the bacterium coli, and fre- 
quently to staphylococcus pyogenes, and should 
streptococci be present in large number the case 
would be more malignant, as in case of rupture, ad- 
hesions may fail to enclose the infected foci. Worms 
surely are accidental, and not causative. 

It has occurred to me that the “cured” meat of 
to-day is full of ptomaines, and added to these the 
poisons that originate in the intestines, the result is 
a paralysis of the cecum and appendix. This may, 
for a part, account for the increase in the number 
of cases of appendicitis. Fifty years ago every 
household had its salt meat barrel, and refrigera- 
tors in butcher shops were unknown. All meat 
was either perfectly fresh or salted. The ”cured” 
meat kept on ice is a product of modern times. 

Embryological study and comparative anatomy 


have shown that the appendix is not a separate or- 


gan, but the undeveloped un-used end of the cecum. 
The colon of mammals is developed from the pos- 
terior end of the urachus, just as the bladder is 
formed from the anterior end—by an evagination 
from the hind-gut which first developed in the form 
of a cloaca. In animals possessing a colon the ce- 
cum is the top of the cloaca. Fishes have no hind- 
gut, no cloaca, no real colon. The first cloaca is 
found in dipnoi; in amphibia we have the first trace 
of a separate bladder. In amniotics this develops 
into an allantois, and we then have a separate blad- 
der and colon into which the mid-gut empties from 
above. In many herbivorous animals the cecum is 
developed and dilated to a high degree, due to the 
great volume of the food digested. This was for- 
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merly the case in man. The teeth show that man 
was formerly herbivorous, living on fruits, but in 
due course of time he gradually began to use a more 
concentrated, mixed form of food, thereby dispen- 
sing with the necessity of a spacious cecum, and al- 
though it is still extant it is not developed nor dila- 
ted, but remains in its embryonic condition, Its glan- 
dular elements are, therefore, more closely arranged 
and have been mistaken for tonsillar tissue. This 
narrow undilated condition is one cause of appen- 
dicitis, an unhappy mechanical arrangement under 
the present form of foods ingested. This appendix 
should not be confused as is constantly done with 
the appendix-like organs of lower animals which 
do not even possess a colon. Such appendix-like 
organs belong to the mid-gut (Mitteldarm) and are 
entirely distinct from the cecum of the hind-gut or 
posterior intestine. The anal sack of turtles is an 
anal gland and in no way related to the colon. This 
development of the colon explains most of the gen- 
ito-rectal anomalies. Either the allantois fails to 
open externally into the anal dimple, or some com- 
munication with the anterior parts of the allantois 
remains patent. If the ileum were attached on top 
of the colon instead of below, there would have 
been no cecum in mammalia and no appendix in 
man, 

From a study of the musculature of the colon and 
appendix it may also be observed that they are of 
like origin and different from the ileum. So, after 
all, we find that the appendix of man is not an or- 
gan, has no function, and he who has safely dis- 
posed thereof is so much bettered if he prefers to 
subsist on the foods of civilized life. 

Appendicitis is a condition which pre-eminently 
demands hospital treatment, for as soon as a posi- 
tive diagnosis of progressive or chronic appendicitis 
has been made, the abdomen should be opened and 
the appendix removed, as medical treatment is of no 
avail in such cases. This is the favorable moment 
for removal of the appendix ; and as conditions may 
arise later which make it impossible to interfere 
surgically with any hope of recovery; and in view 
of the fact that the loss of the appendix is so well 
borne, everything points in favor of its removal. 
Before a positive diagnosis may be reached, how- 
ever, the patient may be in such a condition that it 
would prove difficult as well as dangerous to re- 
move him to a hospital; therefore, such removal, in 
the early stages of the disease, is indicated. A well 
appointed hospital will insure medical attendance of 
a class not to be found elsewhere ; and surgical con- 
sultation is immediately available when it becomes 
necessary; and the chances for recovery are also 


better in those cases which do not come to opera- 
tion. The popular idea that a patient is to be sent 
to a hospital only for purposes of operation is to be 
corrected by physicians, Acute cases, in initial at- 
tacks, with mild symptoms, or symptoms of an abat- 
ing character should be left to the physiologic rest 
cure and should remain under the watchful care of 
the clinician. 

In view of the above it becomes of interest and 
importance to discuss the preparation of a case of 
appendicitis for operation. The patient should be 
given a good soap and hot water sponge bath, care 
being taken to shield the site of abscess or inflamed 
region ; if possible, he should be bathed in a bath- 
tub, and clad in clean under-clothing. If it is likely 
that operation will be necessary upon arrival, he 


_ should also be shaved from the ribs to the pubis; 


thereafter washed with alcohol and covered with a 
towel which has been soaked in a 1 to 5,000 bichlorid 
of mercury solution; then covered with oiled silk or 
a second dry towel, the whole being held in situ by 
double perineal straps. If thus prepared, he may, 
if necessary, be placed directly on the operating 
table on the moment of his arrival. A few hours 
rest, however, would be preferable in many cases. 
In case of acute or recent symptoms, he should be 
carefully warned and protected against jars. The 
latter is best accomplished by carrying the patient 
on a stretcher in a bent position with a big pillow 
under the head and one under the knees. If a se- 
vere case, such as a perforated abscess, general peri- 
tonitis, or a case of gangrene is to be moved from 
the bed to the stretcher, the patient should.be lifted 
by the shoulders and heels and cautioned to relax 
himself as much as possible ; then he should be lifted 
over to the stretcher previously supplied with the 
above-mentioned pillows covered with double quilts. 
The quilts are then turned in over the patient and 
two or three hot water bottles added to keep him 
comfortable if in winter. A stretcher supplied with 
foot rests is most practical as it will allow the car- 
tiers to change from time to time without discom- 
fort to the patient. The patient should be allowed 
to remain on the stretcher until he is anesthetized. 
To send extreme cases, or even abscess cases, by 
rail is next to criminal. The jolting and lurching 
of the car is extremely dangerous, as it may cause 
rupture of an abscess, break open adhesions and 
disseminate infected fluid among the coils of intes- 
tines, thereby precipitating a peritonitis which is al- 
most sure to be fatal. 

When such a case is operated on upon arrival at 
the hospital, free pus may or may not be found, 
but the extent of the infection cannot be judged, 
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peritonitis not yet being developed, but infection 
prevails and the former is sure to develop within 
twenty-four hours after operation. This is the ter- 
mination of a certain percentage of such cases wnic.. 
are sent by railway. I have observed several and 
they were returned in caskets. 

A few words in regard to the preparation of the 
room at the home of a belated case, too dangerous 
to be removed to the nearest hospital, may be in or- 
der. All furniture, hangings, etc., not employed in 
the operation should be removed; all metal cleansed 
with a one per cent. solution of lysol, and the wood- 
work gone over with a I to 5,000 solution of bi- 
chlorid of mercury, which is allowed to dry. Rub- 
bing down lightly the paper of the walls and ceiling 
with towels wrung out of a solution of one per cent. 
of lysol will prove efficient and will not injure the 
paper. These preparations are preferably referred 
to a trained nurse. If the patient is to be operated 
on in bed, four sheets, that have been sterilized in a 
boiler or dipped in a 1-5,000 bichlorid of mercury 
solution and dried, should be used. One is to be 
placed underneath the patient; another is pinned 
around the upper portion of the body and turned up- 
wards ; one being fastened about the hips and turned 
downwards. The abdomen is then prepared and the 
entire body covered with the fourth sheet. In the 
latter a hole is cut when the operation is begun and 
four sterilized towels are pinned around this open- 


ing and turned outwards in different directions. The | 


bed is then placed on four chairs, two at the head 
and two at the feet, so that the operators will not be 
compelled to rest on their knees during the opera- 
tion. 

The symptoms and course of appendicitis are 
so well known that I would merely emphasize a few 
facts which I have found to be of vital importance. 
To get a correct idea of the local condition from the 
symptoms is often impossible and sometimes it is im- 
possible to say what variety of disease of the appen- 
dix may be found at operation. The order of oc- 
currence of symptoms of attacks of appendicitis is 
sudden pain of a general colicky nature, vomiting, 
fever (often not until the second or third day), ten- 
derness to the right of the umbilicus, with contrac- 
tion of the rectus abdominis muscle. Later the 
pain and tenderness become localized at McBur- 
ney’s point, associated with contraction of the ab- 
dominal muscles. Congenital abnormality of lo- 


cation of the appendix would account for change 
of locality of the symptoms even to the left side and 
may prove misleading, Rowsing’s symptom, pain 
in cecum when the gases of the colon are driven by 
massage against cecum, is of importance only if posi- 


tive. Blumenberg’s symptom is very dangerous to 
elicit and should not be used; he presses deeper over 
McBurney’s point and then lifts his hand suddenly ; 
if there is inflammation, the return of the abdominal 
wall gives rise to a short, acute pain. Paralysis of 
the bladder is an early symptom in some cases, and 
I have seen such cases treated for cystitis. Fall of 
temperature to normal in an acute case may signify 
that the appendix has emptied its contents into the 
cecum, and this is often accomplished by a rumbling 
of the intestines and evacuation of gas or feces, but 
if it is followed by vomiting, shock, small rapid 
pulse, and perspiration after sudden pain, it is an in- 
dication that perforation has occurred. If there is 
little shock, but a slow pulse, a fall of temperature 
to normal or subnormal, cessation of vomiting and 


_ pain, only to be followed by stronger colicky pain, 


it is likely that gangrene has set in, and the pulse 
and temperature may not rise until five hours later. 
Both perforation and gangrene may be followed 
by a period of quiescence, after which typical peri- 
tonitis sets in, which in favorable cases becomes 
localized by adhesions, or may result in general peri- 
tonitis and prove fatal. A high pulse rate is in- 
dicative of severe infection or high pressure of pus. 
Cases of gangrene of the appendix are often char- 
acterized by rapid collections of serum of consider- 
able quantity intra- and extra-peritoneally. 

In making an examination it should be remem- 
bered that rough usage is dangerous and that fre- 
quently rectal or vaginal examinations may prove 
useful in arriving at a correct diagnosis. In dif- 
ferential diagnosis we must consider colic of nephri- 
tic or biliary origin, symptoms of ulcer of the stom- 
ach, or duodenum, pain in right female adnexa, ex- 
tra-uterine pregnancy, ilius from various causes, ap« 
pendiculoid conditions, the possibility of tubercular 
or typhoid ulcers, stercoral typhlitis and malignant 
tumor. In all these an exploratory operation might 
be done with perfect safety. The latter is not em- 
ployed as extensively as should be the case, and quite 
frequently it is the only means at our disposal of 
ascertaining whether a given condition had best be 
treated by clinical methods. Exploratory laparoto- 
my is usually easily accomplished, with little dan- 
ger, and should prove less expensive than is gener- 
ally the case. 

The danger of operation is nil in the interval be- 
tween attacks, and this is the preferable time for 
operation, but as before indicated, it is not always 
certain that a case will survive that far, and for this 
reason I operate in all progressive stages if there 
remains hope for the patient, and he will submit to 
the procedure, otherwise the expectant symptomatic 
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rest cure will have to be resorted to. Cases operated 
on shortly after a survival attack also do very well, 
being more or less immunized to infection. 

The rest cure was taught in Europe twenty-two 
years ago by Winge, of Christiana University ; Juer- 
gensen, at Tiibingen University, also took the stand 
in 1886 against the then common method of ad- 
ministration of opium, which they used only in 
moderate doses, beginning with a single large dose. 


direction, although they did not attain the concep- 
tion we now have of the further development of 
their precepts to physiologic rest cure of the sick 
person and of the diseased organs. Then, they oper- 
ated only for the purpose of opening a peri-typhil- 
itis if it continued over a long period of time. C. 
Hitter remarked, in 1884, in his work on surgery, 
that “it would probably be better to cut down upon 
the peri-typhilitis and drain; foreign bodies could 


* 
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Plate 1. Appendices Removed from the Various Cases Described in Text. Natural Size. 


At that time appendicitis was called typhlitis and 
treated with poultices and opium. Winge constantly 
impressed on the students not to give cathartics. 
“Don’t move the bowels,” he said, “they will move 
as soon as they are able to; do not give the intes- 
tines work to do, they have trouble enough already.” 
Juergensen said: “Do not fill the bowels; withhold 
food; starve the patient as long as acute symptoms 
persist.” These pioneers were headed in the right 


then be felt by the finger and at the same time, be 
cut down upon and removed.” This is a remarkable 
statement if we will bear in mind that surgeons at 
that time did not understand the formation of peri- 
toneal adhesions. In the same year Kronlein pro- 
posed to remove the appendix. Appendectomy was 
successfully performed for the first time by Morton, 
in 1887. 


Now we operate as early as possible as nothing 
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can be gained by waiting, and the favorable moment 
may never present itself again. Opium no longer 
holds a place in the treatment except directly after 
a diagnosis of rupture or gangrene in order to tem- 
porarily arrest peristalsis and prevent spread of 
the infection, relieve the pain and combat shock. 
It is forbidden in all other conditions as it masks 
the symptoms, delays operation, and constipates the 
bowels. 

There are some conditions in which surgical in- 
tervention is best withheld ; especially is this true of 
cases of perforation until the shock has passed. 
Some conditions may thwart all treatment, these all 
belong to the belated cases; they are general septic 
peritonitis, general sepsis, kinking of the intestines, 
fistulous openings into the rectum or bladder (many 
of which could be remedied if diagnosed), embolism 
of different organs, such as the lungs, heart, brain, 
where we are helpless and must leave everything to 
nature and await results. 

There are other conditions in which the situation 
is to be clearly explained to the patient and opera- 
tion urged, as when severe pain and rapid pulse in- 
dicate impending perforation. Should the tempera- 
ture hereafter fall suddenly, or the pulse become 
slowed, the accident may have occurred, and de- 
mand immediate operation. If the general con- 
dition of the patient after the onset of peritonitis 
does not indicate imminent death, the opportunity of 
operation should not be denied him, as it may be 
possible to remove the focus of infection, and above 
all, relieve the abdominal pressure. Several open- 
ings may be made. The first one over the focus of 
infection, for the purpose of removing the appen- 
dix if possible, and a cigarette drain should be 
placed in Dauglas’s pouch and over the symphysis ; 
in females a counter opening may also be made in 
the vagina for the reception of a third drain. The 
patient should them be placed in Fowler’s position 
so as to facilitate retention of the exudate in that 
portion of the peritoneum where least resorption 
takes place and where drainage is expedited. Con- 
tinuous proctoclysis with normal saline solution 
after Murphy’s method will change the peritoneum 
from a resorbing to a secreting membrane, besides 
eliminating toxins from the blood. The elevation 
should not be more than two feet, and the saline 
solution should be allowed to drop at the rate of 
about 30-50 drops per minute, regulated by a cock, 
not by a clamp. Abscesses should be mopped dry 
with gauze wrung out of saline solution, but should 
never be rinsed, and care should be taken not to use 
the same mop a second time. Membranes, lymph 
or peritoneum must not be rubbed. The great dan- 


ger lies not so much in the presence of the pus, but 
in the fact of its being under pressure. Diagnosed 
adhesions should never be disturbed, except as is re- 
quired for loosening of the appendix. The offend- 
ing factor once removed, the peritoneum will be 
able to take care of itself. Abscesses should be 
drained as directly as possible. 

The best method of opening the abdomen for the 
removal of the appendix is the McBurney gridiron 
method or splitting operation. This is superior to 
any other, and as we become expert in its employ- 
ment, it may be modified to suit the different opera- 
tions. It can always be used if we retain the essen- 
tial principle not to cut nerves, and avoid post- 
operative retractions by not cutting muscles, tendons 
or fascia transversely. Even in longitudinal median 
incision near the linea alba this may be carried out. 
It is preferable to separate the tissues, and if neces- 
sary to cut them, so that the opening through the 
different layers will be covered by aid of retractor 
and collapse when these are removed. Such a 


‘wound will not cause hernia, which is one objection 


against abdominal operations. I prefer a stab open- 
ing for direct drainage, made under guidance of the 
hand within the abdomen. In appendicitis I usu- 
ally open over McBurney’s point, but in abscess 
cases I operate over the point of greatest bulging, 
and in little children near the median line. The lat- 
ter is also to be preferred in any case of uncertain 
or complicated diagnosis, as it furnishes the best 
opportunity for extensive examination of the ab- 
dominal organs. McBurney’s point of operation is 
a fixed point, one and one-half inches above the an- 
terior superior iliac spine in a line with the umbili- 
cus, but it is not necessarily the most painful point, 
that is to say, that you will not necessarily find the 
appendix beneath it. The linea semi-circularis is 
often mistaken by the examining finger to be the 
appendix, the latter being hid away under the ce- 
cum, Adhesions alongside the cecum should not be 
broken up. In difficult cases the median muscular 
band should be followed down to the root of the 
appendix, the latter then grasped by two artery 
forceps. The appendix is cut between the forceps 
and lifted by the attacked forceps, followed closely 
with the index finger wherever it may lead to and 
dissected out and removed, even if badly decom- 
posed. The pus should be mopped away as it comes 
to the surface. Lift out the appendix, but do not 
remove the index finger till a cigarette drain has 
been placed at the very bottom of the cavity, or you 
may not be able to find it again. Locate and tie the 
artery and its first branch as near the root and ce- 
cum as possible. This will make the remainder of 
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this part of the operation easy and rapid, almost 
bloodless, and will prevent after-bleeding. It will 
not be necessary to begin to tie off the meso-appen- 
dix from the tip, but a transverse cut down to the 
appendix may be made close outside of this first lig- 
ature. (See Figs. I, IJ and IV.) The comparison 
of the results of others as well as my own observa- 
tions have convinced me that the stump is best 
treated as simply as possible. The appendix should 
be tied close to the cecum with chloroform-iodized 
catgut No. 3, great care being taken not, by tying 
too tightly, to sever the mucous membrane and 
cause occult hemorrhage into the lumen of the ce- 
cum. The appendix should be cut off close to the 
ligature, the open end touched with carbolic acid, 
followed with alcohol and sutured with continuous. 
cushion suture at right angles with ten days’ chrom- 
icized catgut, No. 1. Begin at the top of the cut 
meso-appendix and continue down to the cecum and. 
stump until all is well covered over. Pull the omen- 
tum down over it if it is long enough. Pursestring 
suture should not be used as it may shut off the cir- 
culation from the encircled part of peritoneum and 
put it out of function just when it is most needed ; 
so cause abscess instead of preventing it. No suture 
would be better than that, as then the omentum 
would take care of the stump. Invagination of an 
inverted stub may be followed by both immediate 
and secondary occult hemorrhage, and should not 
be done. The hemorrhage is from vessels in the 
stump and is not caused by the sutures applied to 
the cecum. 

When the appendix is adherent to instestines it is 
often preferable to open the outer peritoneal cov- 
ering of the appendix by a longitudinal incision 
and shell out the muscularis. This can be done 
with very little difficulty, and no more bleeding than 
can be readily checked by heat or pressure; or the 
bed from which the appendix has been shelled out 
may be sewed up. If there still remains infected 
tissue which cannot be removed this should be 
mopped dry and cauterized with carbolic acid, fol- 
lowed in two minutes by alcohol. Cases in which 
free pus, gangrene, or perforation exists must be 
drained and a special cigarette drain brought down 
through a stab opening directly over the cauterized 
place. In some few cases it may prove absolutely 
impossible to remove the appendix. These must 
be drained and the appendix looked for later dur- 
ing an interval. 

Frequently diphtheroid membranes, usually co- 
agulated lymph, may be observed at the site where 
gangrenous tissue has come in contact with living 
tissue. These should not be removed, but should 


be touched with pure carbolic acid. Such a spot 
may require a separate drain through as direct an 
opening as can possibly be made. The drains should 
be removed within eighteen hours, unless placed on 
account of hemorrhage; or they should be left till 
the fifth or sixth day, when they will be found 
loose. In order to remove the drains cut off the 
excess with the exception of about three inches, put 
a large safety pin through the end and slowly twist. 
the drain. Large drains should be used, so that it 
will be able to take up all that the intestines may 
crowd into them before the adhesions close, whicy 
occurs in six to seven hours, after which the drain 
is useless. There is nothing to be gained by using 
small drains. 

Under this plan of treatment the mortality is now 
nil in intermediate or chronic cases; and in acute 
cases of one to three days’ duration, never over one 
per cent.; except in general peritonitis or after sud- 
den gangrene or perforation without localized ad- 
hesions. As comparatively few cases are operated 
on under the latter conditions, it would be difficult 
to arrive at an accurate estimate of the probable 
percentage of mortality, In these belated cases, 
however, we rely, in case of operation, on our 
knowledge of the pathology of the disease rather 
than on statistics or personal experience. The 
after-treatment is very simple in successful cases; 
this is particularly true of early cases. The patient 
should be left at perfect physical and mental rest 
till the nausea of anesthesia and the shock has 
passed away, say for a period of six to ten hours, 
then slowly begin to give him water to drink, a 
teaspoonful every half hour, later tea and milk, so 
that peristalsis will be started in about thirty-six 
hours. At any rate, gas will be expelled, and, if nec- 
essary, a half pint of soap suds with a teaspoonful 
of turpentine administered with a rectal or colonic 
tube will aid in their expulsion. The tube may be 
allowed to remain in situ, and if expelled may be 
replaced. In serious cases there should be no relax- 
ation of the most vigilant care by the attendants, 
as all forms of secondary conditions may arise. In 
these cases proctoclysis is of unsurpassing value and 
should be persevered in. Close observation by the 
surgeon himself and superior skilled nursing is re- 
quired. Rest, rectal nourishment, hypodermic car- 
diac stimulants, Fowler’s position, drainage to re- 
lieve the intra-abdominal pressure, inserting new 
drains when the first ones cease to work, are indi- 
cated. 

Pneumonia, congestion or the kidneys—influenza 
nowadays—and many other complications may 
arise. Each case will, therefore, have to be treated 
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individually, The life of the patient depends on the 
clear judgment of the surgeon in charge and the 
clinical consultants. 

A clean case in which the abdomen has been 
opened by the splitting method may be allowed to 
leave the bed on the fifth day. The stitches may be 
removed on the ninth day, and the wound line rein- 
forced by adhesive plaster. Pus and drainage cases 
should not be allowed to get up for at least three 
weeks. 

When the splitting method is used a truss or ab- 
dominal support is not necessary except in bad pus 
cases. To hurry the patient out of bed so as to have 
something to boast of, is barbaric and foolish; to 
do so would be in direct violation of the best in- 
terests of the patient, and nothing is to be gained 
thereby. On the other hand, the hospital expense is 
but a small item in the treatment of this disease 
and should not be allowed to weigh in the balance 
against the patient’s longer stay at the institution. 

The non-operative cases will not be considered 
here, although there will always be patients who 
will shrink from the knife, as well as physicians 
who are only too eager to overrate their ability of 
fighting surgical conditions with medical resources. 

It may not be amiss to present a few cases to illus- 
trate some of the special features brought out in the 
preceding remarks. 


Case I.—Acute Gangrene... Fig. III, seen from 
behind. No. 244, O. E., male, 23 years old; slender, 
but healthy man of temperate hab‘ts; married. 
Acute appendicitis with gangrene and perforation 
on second day. Under rest treatment the symp- 
toms first disappeared in twenty-four hours, but 
violent pains recurred ; risor diabolicus facies ; vom- 
iting ceased; temperature 99°; pulse rate, 60. A 
pulpous bulging presented over the appendix. 
Called in consultation Dr. T., who agreed in the 
diagnosis of gangrene necessitating immediate oper- 
ation. Operation by the gridiron method. The 
muscles beneath the first fascia were found filled 
with mal-odorous serum which was mopped away. 
As each sucessive layer was opened fresh exudates 
were encountered until the peritoneum was reached. 
The peritoneum was found dissected from the ‘su- 
perimposed muscles and the cavity formed contained 
half a pint of clear yellow mal-odorous serum which 
was wiped away. No communication between the 
different layers could be ascertained. The peri- 
toneum was found intact. On incision very thick 
and red loosely adherent omentum was found cov- 
ering the cecum;.it was released and pushed out 
of the way. Between the cecum and iliac muscles a 
collection of serum was found similar to the ones 
described. The appendix was located with difficulty. 
It could be felt on the infero-external side of the 
cecum in a swollen mass of meso-appendix. By 
careful sponging and shelling it was loosened along 


the natural cleavages and removed. It contained 
a saprolith of the size of a pea and as hard as stone, 
of a blackish-brown color. The distal end of the ap- 
pendix was black, showed greenish spots and mem- 
branous coverings, and presented two perforations. 
No fecal matter was found loose in the abscess cay- 
ity. It was mopped dry and a drain placed be- 
neath the cecum and over the stump, which was 
treated the same as usual. The wound was sutured 
in layers. Drainage was removed in five days, the 
opening closing in eight days. No complications 
set in and recovery was complete and uneventful. 
Patient left the hospital fourteen days after opera- 
tion. One month later he returned to the hospital 


Plate 2. Five Months Chronic Appendicitis. Intermesoappendicular 
Abscess One Week Old and Ready to Burst Again. 
Two-thirds Natural Size. 


complaining that he had not felt well lately and 
had been unable to sleep for the past two nights. He 
was found to have fever and examination revealed a 
tender spot between the ninth and tenth ribs in the 
axillary line. Diagnosis: Subphrenic ex-appendi- 
cital abscess. Successful operation next day by 
Eisendrath’s method, followed by recovery. 
Case IT.—Catarrhal Appendicitis. Fig. IV.—No. 
243, F. G., male, aged 28 years rather stout until 
about six months ago. Since then he has lost about 
twenty-five pounds. Frequent pain in side radiating 
to back or along the chest ; supposed to suffer from 
Bright’s disease. Urine was found clear, acid, no 
casts, traces of albumen. No history of vomiting 
nor fever, but frequent attacks of nausea and colic 
with rumbling and brief spells of diarrhea. A 
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diagnosis of chronic appendicitis was made and the 
patient insisted on an operation, which was readily 
done. The appendix appeared normal and was soft 
and natural to the touch, no kink, stricture nor sap- 
rolith of any kind. The mucous membrane also ap- 
peared normal, but it contained an opalescent, sticky 
mucus ready to be suddenly emptied into the cecum 
as soon as the irritation produced by its presence 
should prove sufficient to start up peristalsis. Pa- 
tient has been perfectly well since the operation, has 
gained flesh, and the urine contains no albumen. 


This case is illustrative of many cases where 
nothing is found except a small fecal stone which 
serves as a ball valve alternately retaining and re- 
leasing the ptomaines. 

Case I1J.—Chronic Appendicitis. Fig. V—No. 
152. M.S., female, aged 16 years; first attack three 
years ago terminated in perforation, general peri- 
tonitis, localized abscess and resolution. Never re- 
gained former health, always remained weak and 
puny. All food disagreed with her, causing pain 
and sometimes even vomiting. After resorting to 
a Carlsbad cure the relatives decided to have the ap- 
pendix removed. The appendix was located with 
difficulty, as omentum entirely surrounded the end 
of the cecum; but finally the root was found, doubly 
ligated and severed. The omentum was next re- 
leased and the stub of the appendix was seen pro- 
truding from its grasp. It was surrounded by gauze 
pads and shelled out. The appendix was less than 
one inch in length and wide open at the end and 
covered with a mass of omentum which was found 
to contain a thimbleful of mucus. It is likely that 
this abscess alternately became full and emptied 
through the opening in the end of the appendix. Pa- 
tient had an uninterupted recovery, gained consid- 
erable flesh and has enjoyed excellent health since 
operation. 

This is only one of the countless variations of the 
surprising conditions we may be likely to encounter 
in the chronic forms of appendicitis treated by medi- 
ical means only. 

Case IV.— Chronic Appendicitis. Plate 2— 
I’, N., aged 55 years, farmer, of sound family. With 
the exception of dyspeptic trouble he has always 
been a well man. During the past summer—six 
months ago—-he suffered attacks of “colic” which 
resulted in kinking of the root of the appendix. He 
experienced a severe attack three months ago last- 
ing for six weeks. A large abscess formed which 
perforated into the ileum, followed by adhesions ; 
recovery. Slight attack two weeks ago, since then 
almost daily pain. The abscess invaded the meso- 
appendix and threatened to spread further. Oper- 
ation was performed without encountering any spe- 
cial difficulties. 


The specimen of the appendix of this case is very 
instructive as the different lesions so accurately 
diagnosed from the history of the case are clearly 
represented, as may be seen from the accompany- 
ing figure. 


PRACTICAL POINTS IN ANESTHESIA. 
FREDERICK-Emit NEEr, B.S., B.L., M.L., M.D., 
NEW YORK CITY. 


THE INTRODUCTION OF ANESTHESIA. 

‘I can spare you the ordeal of many words by 
beginning in a concrete way, with the outline of a 
system in anesthesia, which is now largely followed 
at the German Hospital of this city. 

The Schimmelbusch mask is used; this fits the 
face and is large enough to include the bridge of 
the nose and prominence of the chin. It is covered 
with a piece of thin flannel, and impermeable cloth 
in the center of which a lozenge shaped fenestra 
(14” x 1”) has been cut. In the upper half of this 
little window with the flannel pane, on the inside 
of the mask, a small wad of gauze is fastened. The 
mask is then complete and can be used for adminis- 
tering any anesthetic by the drop method—chloro- 
form, anaesthol or ether. In giving ether the upper 
half of the fenestrum with its separate ether pad 
should be used; while chloroform and anaesthol 
are given to advantage through its lower portion. 
The chin, cheek and bridge of the nose are an- 
nointed with .a little white vaselin at the line of 
contact with the mask, and then the latter allowed 
to rest lightly on the face of the patient, for a few 
moments, until he can reconcile himself to the 
strange procedure, and resumes his normal breath- 
ing. There must be absolute quiet. The anes- 
thetist alone may speak when he deems fit. 

The beginning is made with anaesthol or chloro- 
form drop by drop. The slightest objection on the 
part of the patient that the vapors are too strong 
must be considered; irritation of the throat, slight 
coughing, all, merely emphasize that the introduc- 
tion must be very gradual. If the patient is solici- 
tous about the efficacy of the anesthetic, he should 
be assured that there is no hurry and enjoined to 
take deeper breaths, if he breathes too lightly. As 
long as the patient is conscious he will respond to 
the injunction to take a deep breath; if he does 
not respond to this request he has reached the stage 
of unconsciousness—the state of primary anes- 
thesia. 

Sometimes a remarkable calm, a period of rela- 
itive apnea, precedes the stage of excitement. At 
other times, this stage ushers the patient directly 
into the state of complete anesthesia. There need 
be no stage of excitement at all. This is especially 
true if morphin has been administered hypoder- 
matically before narcosis, and if the induction of 
the anesthetic is cautious and gradual. 

The surgical degree, the state of complete anes- 
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thesia, is announced by the respiration when it as- 
sumes the more or less well marked snoring charac- 
ter of one who is fast asleep. 

In the German Hospital system the patient, male 
or female, is given a quarter of a grain of morphin 
sulphate hypodermatically half an hour before nar- 
cosis. The anesthesia is always induced with an- 
aesthol or chloroform. Where much blood is lost or 
the operation ts of very long duration one may at 
any time make the transition to ether by the drop 
method without changing the mask. As a rule, 
a morphin-anaesthol narcosis is given with a few 
drops of ether now and then (ether feeding), when 
a little stimulation is indicated. In a small num- 
ber of cases, among them choledochotomies and 
other operations on the gall-bladder, particularly 
where there is jaundice, the morphin-anaesthol in- 
troduction is followed by the ether drop method. 

CaRDIAC COLLAPSE. 

Cardiac collapse is fortunately uncommon. It 
usually occurs during the induction of anesthesia. 
Suddenly there is marked pallor of the face and 
the pulse hecomes weak. It happens in chloroform, 
and occasionally in anaesthol narcosis. When such 
a tendency is discovered ether should be given by 
the drop method. 

Gradual induction of anesthesia until the patient’s 
tolerance to chloroform is ascertained is of car- 
dinal importance. 

RESPIRATORY COLLAPSE, 

Obstructed breathing developing during the in- 
duction of narcosis is apt to be due to crowding. 
If obstructed breathing becomes manifest later, 
that is, during the course of the operation, it may 
be due to inhibitory reflex elicited by the surgeon. 
Traction on the gall-bladder or mesentery will 
sometimes evoke a peculiar noisy breathing which 
does not mean that the patient is insufficiently 
under the influence of the anesthetic. The breath- 
ing becomes normal and unrestrained as soon as the 
surgeon desists from these vigorous manipulations. 

Probably the most common of mistakes is crowd- 
ing the anesthetic. The anesthetist becomes aware 
of faint, high pitched notes in the breathing—the 
beginning of obstructed respiration. He examines 
the lid and corneal reflex and these convince him 
that the patient is in the state of superficial anesthe- 
sia. Naturally, he gives more of the anesthetic. 
To his great chagrin the breathing becomes pro- 
gressively more stertorous. The cyanosis which 
was at first slight, deepens. The noisy breathing 
attracts the surgeon’s attention. The perspiring an- 
esthetist is enjoined to push the jaw forward; but, 
the spasm of the muscles is too great. The teeth 


are pried apart, barbarous instruments are brought 
into play to pull the tongue forward. The patient 
has not received sufficient air all this time—his face 
is slate-colored. The nasal or pharyngeal tube, 
tongue traction, oxygen, artificial respiration with 
rhythmic chest compression, stretching of the 
sphincter, all follow in an illogical onslaught, until 
finally a long deep breath is induced and the victim 
is resuscitated. The condition was. one of respira- 
tory-collapse. The cause was crowding of the anes- 
thetic. 

WHEN SHALL THE PaTIENT BE DECLARED READY 

FOR OPERATING? 

As soon as the first, unimpeded, snoring respira- 
tions are heard, the cleansing of the field of opera- 
tion may begin. If the cleansing manipulations do 
not disturb the rhythm of the snoring respiration, 
the rate of the pulse does not increase and the 
patient makes no defensive movements, he is very 
likely already in the proper plane of anesthesia. 
Note is at once made of the state of the pupil and 
lid corresponding to this plane. 


When the surgeon makes the initial incision ob-. 


servation is again made as to whether the rhythm of 
the respiration and the rate of the pulse remain un- 
disturbed and whether the patient continues to be 
passive ; if this is the case, the patient is considered 
to be in the correct plane of anesthesia—the plane 
in which he must be kept throughout the operation. 

Of course, it is clear that the depth of the nar- 
cosis must, in a measure, be proportionate to the 
magnitude of the awakening impulses set up by the 
surgeon’s manipulations. In abdominal work they 
are more intense near the solar plexus of nerves, 
that is, in the upper part of the abdomen. Trac- 
tion on the mesentery or the introduction of long 
gauze tampons into the abdominal cavity for “wall- 
ing off” sets up powerful awakening stimuli. 
MAINTENANCE OF THE SURGICAL PLANE OF ANES- 

THESIA, 

In order to conduct a narcosis scientifically one 
must know the signs of sufficient anesthesia and 
the signs of awakening 

Respiration.—The respiration is studied by watch- 
ing the movements of the chest or abdomen, by plac- 
ing the hand in the vicinity of the nostril to feel the 
respiratory current of air, or, best of all, for the res- 
piration is rarely noiseless, by listening to the 
breathing. The quality of the breathing is noted. 
The faintest indication of a snoring respiration 
means that the surgical degree has been reached. 
Any change in the quality of the breathing com- 
pels the questions “Has the patient escaped from 
the proper surgical plane?” “Is the anesthesia too 
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deep or too superficial?” or, “Is the change sim- 
ply a respiratory reflex induced by the surgeon’s 
manipulations ? 

Color.—The color of the ear is a most useful 
guide. This does not hold good of the color of the 
forehead. The forehead in some individuals be- 
comes cyanotic with slight changes of posture. The 
ear is not so subject to postural influences and is 
therefore a less misleading indicator of the venous 
condition of the blood. Even a slightly bluish tinge 
of the ear demands attention. Usually, crowding 
is the cause, and a little more air allows the normal 
red flush to return. Slight pallor developing dur- 
ing the course of the narcosis should always be 
regarded as a danger sign. It means that the patient 
is in profound anesthesia, and that the heart is 
threatening collapse. The mask should be re- 
moved promptly and the patient allowed to breathe 
pure air. As long as the pulse is not weak or ir- 
regular one need not worry about the outcome. 

Pulse-—There are some advantages in choosing 
the temporal pulse as the guide, instead of the radi- 
al pulse, which is ordinarily followed; occasionally 
the temporal pulse can still be felt when the radial 
pulse has become impalpable. The pulsation of the 
temporal artery is best felt by placing the index fin- 
ger flat over the tragus into the depression at the 
root of the ear. The pulse is important because it 
tells how the heart reacts towards the anesthetic 
and the surgeon’s manipulations. The frequency is 
not very important. Exceptionally, it may be 120 or 
130 during the greater part of an anesthesia with- 
out vital significance, if the quality is good. A dif- 
fuse and weakening pulse is a signal that the nar- 
cosis is too profound and that the heart is in danger 
of collapse. A somewhat irregular pulse may im- 
mediately precede or accompany the act of vomit- 
ing, and should not be the cause of alarm. 

Accessory to the respiration, color and pulse, but 
of lesser significance, are the pupil, the cornea and 
eyelid, and the secretions. 

The Pupil in Narcosis—lIn patients who have 
not received morphin before narcosis the pupil is, 
as a rule, a guide of some importance. If the pupil 
is narrow, examination of its reaction to light is 
generally superfluous. A wide pupil, however, of- 
ten means one or the other extreme of narcosis: A 
wide pupil which reacts promptly to light, indicates 
superficial anesthesia; the patient may need more 
of the anesthetic. A wide pupil which reacts to 
light sluggishly or not at all means that the danger 
line has been overstepped; the anesthesia is too 
deep; the patient must have air. Without knowl- 
edge of the reaction, every markedly dilated pupil 


should be looked upon as prognostic of danger. 

Corneal Reflex—To touch the cornea repeatedly 
with the finger for the purpose of obtaining the cor- 
neal reflex, is a bad habit. The reflex can be tested 
just as satisfactorily by shifting the eyelid gently 
across its surface. 

A point worth remembering, is that in the mor- 
phin-anaesthol (or morphin-chloroform) anesthesia 
the corneal reflex may remain quite active, while 
with ether it soon becomes feeble or extinct. 

Muscular Relaxation.—A useful indicator of the 
degree of muscular relaxation is, I believe, the ton- 
icity of the eyelid. The usual arm test is very mis- 
leading. Flexing the elbow once or twice may give 
the impression that the muscles are thoroughly re- 
laxed, and then, on repeating the manipulation five 
or six times you may be surprised to obtain a sud- 
den, powerful contraction of the biceps, showing 
that the patient is still not fully under the influence 
of the narcotic. 

Eyelid Test—Normally the upper lid has a cer- 
tain tonicity. If it is lifted gently by means of the 
superimposed ball of the finger it springs back to its 
natural position promptly. When the patient is 
fully under the influence of the anesthetic, this 
tonicity is partly or completely lost and the lid re- 


turns sluggishly to its natural position, or not at all. 
The patient can sometimes be kept in a proper sur- 
gical plane by giving a few drops of the anesthetic 
each time as the tonicity returns, and ceasing when 
relaxation of the eyelid is obtained. 

Arrest of Secretions——When the patient is under 
anesthesia to the surgical degree the activity of the 


salivary, sweat and tear glands ceases. The accu- 
mulation of mucus in the mouth, the appearance of 
a tear in the eye, beads of perspiration on the brow 
all mean that the anesthesia is becoming superficial, 
that more anesthetic is required. It is worth bear- 
ing in mind that these indicators of the depth of 
narcosis do not, in all individuals, react in exactly 
the same way. While initiating the anesthesia the 
anesthetist can get his bearings in regard to this 
point, and watch for any individual idiosyncrasy 
which may exist. 

It is unsafe to concentrate the attention on one 
sign, lest the general aspect of the case be over- 
looked. 

The anesthetist should watch constantly the 
rhythm and quality of the breathing, the color of the 
ear and the character of the pulse. From time to 
time, only as occasion demands, he refers to the ac- 
cessory signs for confirmation. Should he, at any 
time, be in doubt about the depth of the narcosis, 
the first step is always to desist from giving more 
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of the anesthetic until he has regained his bearings 
or the signs of awakening are recognized. 
SoME IMPORTANT REFLEXES. 

(1) Pharyneal Reflex—Coughing does not nec- 
essarily indicate awakening. It usually means that 
the vapor of the anesthetic is too concentrated and 
irritates the air passages. “Holding the breath” oc- 
curs even in fairly deep narcosis and has the same 
significance, 

The treatment is to dilute the anesthetic by ad- 
mitting air. 

(2) Ano-respiratory reflex, or the crowing in- 
spiration heard during operation on the perineum or 
rectum, does not indicate that the patient should 
have more anesthetic. 

(3) The reflex produced by traction on the gall- 
bladder or mesentery is similar in its significance 
to that of the ano-respiratory reflex 

VomiTING DuRING ANESTHESIA, 

It may happen to the conscientious anesthetist, 
who desists from giving more of the anesthetic until 
he has regained his bearings, that the patient sud- 
denly shows signs of awakening, and vomiting be- 
gins. This is a disagreeable, but generally not a 
serious interruption. He is absolute master of the 
situation. Although the patient’s face turns some- 
what blue during the vomiting efforts, the anes- 
thetist should not attempt to push the jaw forward 
or exert traction on the tongue. The face is merely 
turned to the side and kept in position by placing 
the hand on the cheek. The mouth and pharynx 
are cleansed gently with a piece of gauze and the 
anesthetic is continued, drop by drop. It is often 
surprising in such cases how rapidly the patient can 
be brought back into the proper plane of anesthesia. 
There need be no fear that the patient will become 
fully awake. The reason is simple. As long as the 
spasm of the larynx persists, the anesthetic cannot 
readily pass the barrier to exert its physiological ac- 
tion. As soon as the spasm is overcome by admit- 
ting air the anesthetic can be freely inhaled. By ob- 
serving the precaution to dilute the anesthetic gen- 
erously with air pharyngeal irritation and laryngeal 
spasm can be avoided and an undisturbed narcosis 
secured, 

Sometimes, however, the obstruction is purely 
mechanical. It may be due to compression of the 
trachea by a shoulder brace. In aged individuals, 
after removing the tooth plate, progressively in- 
creasing cyanosis, may be due to valve-action of 
the lips. Expiration is unhindered but inspiration 
becomes impossible on account of collapse of the 
lips and cheeks. The difficulty is overcome by turn- 
ing the head to one side and placing a spindle of 


gauze in the dependent angle of the mouth to keep 
the lips apart. 

There are other cases in which the base of the 
tongue drops back into the oropharynx, and hin- 
ders the breathing. There is a peculiar, noisy, 
“fluttering” respiration which indicates this con- 
dition. The jaw-grip, that is, pushing the jaw for- 
ward, is often insufficient. Most of us have been 
taught to use the wedge, mouth gag and tongue 
forceps at once in such an emergency, but it is 
certainly desirable to escape this maneuver when- 
ever possible. A naso-pharyngeal catheter, or 
breathing tube of soft rubber, passed through the 
nostril into the pharynx instantly relieves the ob- 
struction. 

(To be continued.) 


GASTRO-ENTEROSTOMY; REPORT OF 
THREE CASES WITH OBSERVATIONS 
AS TO THE PHYSIOLOGIC EFFECTS 
ON ONE PATIENT.* 


Epwarp G. Jones, A.B., M.D., 


Professor of Surgery in the Atlanta School of Medicine; 
Surgeon to Presbyterian Hospital, to Tabernacle 
Infirmary, etc., 


ATLANTA, GA. 


Cast I. Chronic Gastric Ulcer. Male, aet. 26. 
Patient had suffered from indigestion for seven 
years. Nearly three years ago he began to ex- 
perience tenderness in the epigastrium with some- 
what frequent attacks of nausea and vomiting. At 
times he suffered distinct epigastric pain; which 
pain, however, at that time, could not be said to 
have any reference to meals. He lost weight gradu- 
ally. For six months prior to operation the above 
symptoms increased in severity. He constantly 
waked at night very thirsty, and drank much water 
which was usually rejected by the stomach. Re- 
gurgitation of sour fluid was very common, the 
patient often waking with his mouth full of this 
material. About June, 1907, blood was vomited. 
Slight hematemesis continued for a week. No 
blood appeared to be in the stools but no micro- 
scopicai or chemical examination was made. From 
this time on constant epigastric tenderness and fre- 
quent actual pain were the most prominent and 
annoying symptoms. About December 20, 1907. 
slight but distinct hematemesis recurred, and the 
patient’s pain increased to such an extent that he 
was compelled to abandon his work. Solid food, 
and even water, increased the pain, and were per- 
sistently vomited. The vomitus showed hyperacidity. 
The stomach was only slightly dilated, the greater 
curvature reaching the umbilicus. 

The patient had steadily refused operation, but 
submitted on January 23, 1908. When the stomach 
had been exposed a small portion of the omentum 
was found attached to its anterior wall near the 


* Read before the Medical Association of Georgia, April, 1908. 
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pylorus; there were also adhesions behind at a cor- 
responding point—though none of these was dense. 
They were evidently of recent formation, and the 
stomach was easily freed. The organ did not seem 
to be dragged upon by them. 

The separation of these adhesions left a pyloric 
surface which was evidently smoothly indurated, 
but which, to be candid, did not present the char- 
acteristic puckered, cicatrized appearance which | 
expected to demonstrate, and held to be unde- 
niably confirmatory of the diagnosis of surgical 
gastric ulcer. However, I entertained no reason- 
able doubt that a chronic ulcer, perhaps of the 
saddle variety, was indicated by the induration, and 
therefore performed posterior gastro-enterostomy. 
The relief to the patient was immediate. He has 
had no pain or tenderness whatever since the oper- 
ation. The annoying grinding sensation which 
followed the ingestion of a little broth six hours 
before operation was not felt when the first liquid 
food was allowed by the stomach forty-eight hours 
after he was returned to bed. While he vomited 
several times daily before the operation, he has 
vomited none at all since. He has gained fifty 
pounds in weight, and says he can not remember 
when he. felt as well. There has been no evidence 
whatever of a vicious circle or of impaired nutri- 
tion. 


Case II. Malignant Pyloric Stricture Male, aet. 
5.4. Had indigestion for fifteen years, and during all 
this time had suffered from acid eructations. At- 
tacks of epigastric pain occurred at intervals of 
three to six months; vomiting occurred only occa- 
sionally with these attacks. The patient thought 
he had not vomited blood up to six months before 
operation. During the eight months prior to oper- 
ation the patient had frequent attacks of epigastric 
pain. In fact, they were almost always brought on 
by a full meal of solid food. This pain was de- 
scribed as grinding and gnawing in character and 
lasted from three to six hours, unless relieved by 
vomiting. Free emesis always induced compara- 
tive comfort. Aside from this vomiting of meals 
the patient often regurgitated sour fluid from the 
stomach; he frequently waked at night to find his 
mouth full of this material. He probably had free 
hematemesis two months before operation. The 
vomitus was acid in reaction, free HCl being re- 
ported increased. Only one examination, however, 
was made. The patient’s general appearance sug- 
gesied mal-nutrition. While he had evidently lost 
flesh freely, he could not be said to be emaciated. 
Anemia was present, and cancerous cachexia was 
regarded as at least possible. Gastric peristalsis 
could be seen through the abdominal wall after 
stimulation by the introduction of food, either solid 
or liquid. A divided Seidlitz powder showed the 
stomach to be dilated, the greater curvature reach- 
ing well belew the umbilicus. External palpation 
also induced stomach contractions. An indistinct 
pyloric mass was made out, but the stomach was 
sO sensitive to manipulation that peristalsis always 
made the viscus palpable, and it was hard to deter- 
mine whether the pyloric mass was due simply to 


the contraction of the organ or whether it was a 
new growth. No well defined limits could be made 
out. The supra-clavicular glands could not be felt. 
Indican was present in the urine. Pyloric stenosis 
was certainly present. The only question was 
whether or not it was malignant. The history and 
hyperacidity pointed to ulcer with simple stenosis. 
The patient’s age and general physical condition 
pointed rather to cancer. 

An exploratory laparotomy was decided on, with 
the intention of performing a gastro-enterostomy 
if the stricture was simple, and of removing the 
stomach if the stricture was malignant and without 
prohibitive giandular involvement. Through a me- 
dian incision the stomach was carefully palpated. 
A hard mass was easily felt, having a diameter of 
two and one-half inches and occupying the pyloric 
region. Along the greater curvature enlarged 
glands cculd be seen and felt as far leftward as 
Hartmann’s point. Along the lesser curvature a 
chain of enlarged nodes reached well up to the 
cardiac orifice. Some were I x 1% inches in diam- 
eter. Hypertrophied glands also extended well 
down the duodenum. The idea of resecting the 
stomach was abandoned with reluctance. The dif- 
ficulties of removal were reduced to a minimum by 
a relaxed gastro-hepatic omentum and by the ab- 
sence of adhesions about the pylorus. The pro- 
cedure, however, was clearly unjustifiable. Poste- 
rior gastro-enterostomy was decided on and exe- 
cuted with the idea of relieving the man of his 
symptoms of stenosis and preventing his death by 
perishing. The relief was prompt. While the stom- 
ach had been rejecting everything for a month, he 
did not vomit a single time after the operation. His 
freedom from pain was so marked that it was diffi- 
cult to control his eating. He was out of bed on 
the eighth day, and on the eleventh left the hospital 
—eating freely of soft diet and sparingly of solids. 

A report from his doctor six weeks after opera- 
tion stated that he had gained in weight and 
strength, and that he had been comfortable except 
for an attack of pain following a full meal of col- 
lards. A report a few days ago (six months after 
operation) says he is doing well, and “seems much 
improved.” 


Case III.* Duodenal Fistula, Female, aet., about 
55. For a number of years this patient had been suf- 
fering from symptoms thought to be due to gall 
stones. When the abdomen was opened a dense 
mass of adhesions made the gall-bladder indistin- 
guishable. Persistent and careful separation finally 
revealed a small gall-bladder whose fundus was 
closely joined to the duodenum. When freed it was 
discovered that a fistula had existed between the 
gall-bladder and the duodenum at the point of 
attachment. Such traction had been made upon 
the duodenum that an acute angle had been formed, 
and the posterior wall, opposite the fistulous open- 
ing, apparently projected so far as to form a spur 
and thus direct the intestinal current into the gall- 
bladder. The gall-bladder was removed. The in- 


x I am indebted to Dr. G. H. Noble for the privilege of report- 
ing this case with which I assisted him. 
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testinal opening involved nearly a third of the cir- 
cumference, and its margins were fixed, so that 
mere closure by inversion would evidently encroach 
considerably upon the lumen. The relations of the 
gut and the adhesions obviously rendered resection 
difficult and hazardous. The opening in the duo- 
denum was accordingly closed and posterior gastro- 
enterostomy performed to guard against the se- 
quelz of a potential fistula in the duodenum. 

This woman was troubled for a month with some 
regurgitant vomiting; but this gradually ceased. 
She has gained much in flesh, and writes recently 
that she has not been so well in years. 

With respect to Case I, it may be observed that 
this affection (chronic gastric ulcer), affords the 
great field of usefulness for gastro-enterostomy. 
Here it is a distinct and brilliant curative procedure. 
Positive cures will almost always reflect credit upon 
the operation if the proper plans of anastomosis be 
selected and faultlessly executed. Were it not for 
chronic gastric ulcer and its complications; gastro- 
enterostomy would have no real surgical standing. 
Furthermore, while it is not the purpose of this 
paper to discuss the diagnosis of the various affec- 
tions for which the operation may be properly in- 
voked, we know now that chronic gastric ulcer is 
a basis of very many cases of chronic dyspepsia. 
So that, every single case of intractable dyspepsia 
should be examined with chronic ulcer in mind, 
One needs merely to keep his diagnostic eyes open 
to find many such cases which are distinctly curable 
by operation. More cases are not reported in this 
part of the country because the general practitioner 
who is doing the work of to-day was taught only 
a few years ago, even by abdominal surgeons, that 
gastric ulcer was not a surgical disease until either 
uncontrollable hemorrhage or perforation occurred 
—and he continues to treat it as he was taught 
to treat it—and it continues to balk his efforts to 
cure. 

Referring to Case II, one cannot fail to note the 
long history of dyspepsia, This man must have had 
a chronic ulcer as the base of his cancer. I need not 
recall the statistics which are pregnant with evi- 
dence that the great etiological factor in carcinoma 
ventriculi is an antecedent chronic ulcer. One can- 
not fail to be stricken with a feeling of helplessness 
when he knows that gastric cancer is the most com- 
mon cancer in the body, and yet there are absolutely 
no reliable means of making a diagnosis early 
enough to certainly relieve the patient without an 
exploratory operation—and operations done on sus- 
picion are notoriously unpopular with patients, and 
not infrequently disastrous to the doctor’s diagnostic 
reputation. Nature furthermore seems to mock at 
our shortcomings by so arranging the blood supply, 


the lymphatic supply and the attachments of the 
stomach as to actually invite surgical attack. The 
fact that this patient has lived six months and is 
now reported as doing well, may very naturally 
give rise to the question as to whether I may have 
been mistaken in considering the case too advanced 
for resection. In the first place, there is no doubt 
whatever in my mind upon the point of malig- 
nancy. The hardness, the gross appearance of the 
tumor and the glandular invelvement could hardly 
have been more characteristic. In the second place, 
I would have been apt to err on the side of reac- 
tion, the difficulties being reached to a minimum; 
but to have done a radical operation would plainly 
have been merely to gratify a personal whim. While 
the comfort afforded the patient and the entire ab- 
sence of such unpleasant operative sequel as the 
vomiting of bile, etc., would seem in this individual 
case to warrant the procedure practiced, yet it is 
not held that such interference should be made a 
routine in the face of an undoubted diagnosis of 
pyloric cancer. Here there was a reasonable hope 
that the stenosis was not malignant; or that, if ma- 
lignant, the case might be one for resection. The 
assumed prolongation of life is probably not enough 
to justify, in the ordinary case, so radical a meas- 
ure. 

In both the preceding operations, the technic, as 
improved and practiced by the Mayos, was followed 
in most respects. That is, the anastomosis was es- 
tablished by suture between the most dependent 
portion of the posterior wall of the stomach and that 
portion of the jejunum which lies naturally just 
below. This point will usually be about two to four 
inches from the beginning of the jejunum, where it 
issues from the transverse meso-colon. Assuming 
that that part of the jejunum which is utilized for 
the union, runs downward and to the left, the gas- 
tric incision is made to point in the same direction, 
its lower limit just reaching the greater curvature. 
In making the anastomosis, due regard must be had 
to deviations in the course of the jejunum, Dr. 
W. J. Mayo having only recently called attention 
to the effect which an unduly long mesocolic band 
may have in pulling the jejunum at the point of 
origin too far towards the right. Moynihan be- 
lieves the “natural course” of the jejunum at its 
origin is directly downward in the standing pos- 
ture ; he, therefore, makes a vertical gastric incision. 

I was especially interested in Case III, because six 
weeks later I saw a very distinguished surgeon per- 
form a gastro-enterostomy for the relief of a stric- 
tured duodenum, resulting from a state of affairs 
almost identical with that here reported. He had 
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removed the gall-bladder about three months pre- 
viously. 

Foregoing a discussion of the technic of the oper- 
ation, except to merely mention the method of ef- 
fecting the asastomosis by clamp and suture as prac- 
ticed first, perhaps, by Monyihan and modified since 
by others, I wish to note very briefly some of the 
objections which have been urged against gastro- 
enterostomy. 

A general blanket charge has been advanced that 
the interference with the physiology of digestion 
“is not well borne.” The clinical answer to such a 
statement is a sufficient answer. J take it, that if 
a patient gains weight and strength, loses his epi- 
gastric distress, forgets his previous constant indi- 
gestion—even forgets that he has a stomach—and 
leads a comfortable existence with no evidence of 
impaired metabolism, he may well exercise little 
concern as to whether the physiology of digestion is 
interfered with or not. The foregoing objection is 
founded mainly upon the assumption; first, that 
gastric function is interfered with (a) as to secre- 
tion, (b) as to motility, (c) as to the presence of 
bile in the viscus; second, that the secretion of bile 
aud pancreatic juice is interfered with; third, that 
metabolism is impaired as a result of 1 and 2. 

(a) Gastric acidity is certainly reduced after 
most gastro-enterostomies for chronic ulcer. This 
reduction results from; first, the reflux of the al- 
kaline bile and pancreatic juice, which does, or at 
least may, occur for a while; and second, as has 
been ably set forth by Paterson, by an actually 
diminished secretion of free hydrochloric acid. He 
explains this diminished secretion upon the reason- 
able hypothesis that some acid gastric juice es- 
caping through the stomach excites a flow of pan- 
creatic juice earlier than it would otherwise be ex- 
cited; then, remembering the mutual interdepend- 
ence of the digestive glands, when the pancreatic 
flow bgins to rise, the gastric flow begins to fall. In 
other words, active pancreatic secretion inhibits ac- 
tive gastric secretion (Pawlow). At any rate, what- 
ever may be the cause of the apparently constant 
reduction in acidity, the result is exactly what is to 
be desired, when gastro-enterostomies are done for 
chronic ulcer. Indeed, this is in all probability the 
one factor responsible for the improvement or cure, 

In Case I, reported above, a systematic series of 
observations, beginning two months after operation 
showed an average reduction of total acidity of 16% 
below the mean normal. 

(b) Motility. Divergent views are being con- 
stantly expressed as to whether after gastro-enter- 
ostomy the stomach empties itself more quickly or 


more slowly than before (leaving out of considera- 
tion pyloric stenosis). Paterson concludes from 
experiments that in cases where motility was nor- 
mal before operation, any subsequent change in this 
function falls within the physiologic limit, so that 
evacuation is practically unchanged ; however, when 
motility was previously impaired to any great ex- 
tent, it was remarkably improved by operation. 

In experiments on Case I, the stomach has been 
found empty twice, five or six hours after meals; 
examination three hours after a full meal of meat 
showed 60 c.c. of gastric contents, 

These conclusions, if true, in a sense, nullify the 
opinion that gastro-enterostomy is a drainage oper- 
ation in the absence of pyloric stenosis. Up to 
about two years ago it was supposed, even by those 
who did this operation for chronic ulcer, that they 
did it for drainage. Experiments by Cannon and 
Blake, by Leggett and Maury and by others, seem 
to prove that, at least in dogs, in the majority of 
instances when the pylorus is patent and the stom- 
ach not amply large, the food continues to pass 
through the pylorus. It follows that a most im- 
portant point in the technic when drainage is actu- 
ally needed is a large anastomotic opening. It like- 
wise follows that the beneficial effect of gastro- 
enterostomy for chronic ulcer without pyloric sten- 
osis is dependent upon some change other than im- 
proved drainage. There seems no reasonable doubt 
that it is the lowered gastric acidity referred to 
above. 

(c) Bile and pancreatic juice in stomach. For 
several years the ingenuity of operators has been 
taxed to devise a procedure whereby the regurgita- 
tion of the bile into the stomach following gastro- 
enterostomy could be avoided. Now it is held, by 
some—and plausibly—that it is desired that at least 
a limited amount of bile and pancreatic juice should 
regurgitate into the stomach. In those cases, how- 
ever, where careful technic in establishing the anas- 
tomosis has been employed, and where vomiting has 
not followed, it seems hardly probable that bile is 
habitually present in the fasting stomach. In Case 
I bile was present once as a faint trace and absent 
three times in tests made from one to three hours 
after meals. 

The reverence which is entertained for the effect of 
the acid chyme upon the duodenum in stimulating a 
flow of bile and pancreatic juice should be extended 
to the upper jejunum, for it is known that this flow 
is likewise excited by acid in the jejunum; there- 
fore, even if it be granted that the gastric contents 
enter the jejunum directly through the stoma, there 
need be no impairment of fat digestion from de- 
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creased pencreatic secretion. This is not surprising 
when one remembers that the jejunum and the third 
portion of the duodenum are developed together 
from the mid-gut; and, therefore, naturally have 
somewhat analagous functions and respond alike 
to the same influences. 

Examination of the feces in Case I showed no 
increase of fat three times, and an apparent increase 
one time. It is probable, however, that the patient 
was over fed of fat prior to the examination, which 
showed it in his feces. 

Regarding proteid metabolism, Joslin is reported 
to have published in 1897, the results of observa- 
tions on two patients who had been subjected to 
gastro-enterostomy. He is said to have maintained 
that proteid digestion and absorption were mark- 
edly interfered with, and this view has been clung 
to by many internists and physiologists as being 
established. Several examinations of my patient’s 
stools indicate that there is no interference with the 
normal digestion of such material—only a few scat- 
tered fibers being found on examination after a 
heavy meat diet. I have made no attempt, it should 
be said, to estimate the actual percentage of either 
proteid or fat absorbed from the ingested food, and 
therefore, the deductions, cannot be made the basis 
of any scientific statement, even if they related to 
a sufficient number of individuals. 

In conclusion, it appears that whether or not the 
gastric functions are interfered with ; whether or not 
the food after gastro-enterostomy passes through 
the pylorus or the stoma; whether or not bile re- 
gurgitates into the stomach; whether or not fat 
and proteid digestion are embarrassed—all are, in 
the face of clinical results, questions rather of aca- 
demic, than of practical interest; and, therefore, 
when the operation of gastro-enterostomy is indi- 
cated clinically, there is no metabolic bar to its per- 
formance. 


819-821 Century BuILpINc. 


For ReMovat or Gastric CONTENTS. 

A very desirable metiiod for the removal of the 
stomach contents is one which can be carried out 
quickly, with the minimum distress and danger to 
the patient, and with the highest degree of positive 
results. This is called the expulsion method. The 
expression method is active, while the method of 
expulsion is passive. It consists in placing a double- 
recurrent, soft rubber tube into the stomach, and im- 
mediately introducing air into the viscus through 
the inlet side of the double tube ; this at once expels 
the gastric contents through the outlet tube —Fen- 
TON B. TurcK in The Chicago Medical Recorder. 


THE TREATMENT OF GUNSHOT WOUNDS. 
GEORGE FRANKLIN SHIELS, M.D. (Enin.) F. R. 
S. (Ep1n.) 


Professor of Surgery and Lecturer on Gunshot Wounds 
and Military Surgery in Fordham University School 
of Medicine; formerly Major and Brigade 
Surgeon, U. S. Volunteers, 

NEW YORK CITY. 


The treatment of gunshot wounds differs in no 
essential detail from that of wounds inflicted by 
other agents; and in a general way it is wasteful 
to write specific treatises dealing more especially 
with this subject. In all probability the change in 
form of ammunition, as well as the fact of recent 
wars between troops equipped with modern smoke- 
less powder and steel-encased small-caliber ammuni- 
tion, has brought the matter unduly to the attention 
of the profession. 

With the exception of the executive work of the 
military surgeon, who must handle the problems of 
transportation and hospital facilities, the surgery oi 
gunshot wounds is simply surgery. Generally 
speaking, there is no controversy as to the proper 
method of handling gunshot wounds in any part 
of the body with the exception of the abdomen. 
It is conceded that such wounds must be consid- 
ered as aseptic and unless there be evidence of dis- 
turbance of some vital structure which requires im- 
mediate repair, they should be antisepticaily dressed 
and left to take care of themselves. This principle 
has been followed by the best results; and on sev- 
eral occasions I have seen men shot through the 
right chest, the bullet perforating the lung, who 
have returned to duty within a period of three 
weeks, 

When similar wounds are inflicted in the ab- 
dominal region there seems to be a most peculiar 
and inexplicable difference of opinion over what 
seems to the writer to be a patent fact. A glance 
at the anatomical relationship of the organs cov- 
ered by or in close proximity to the peritoneum, 
will clearly show that there is but a very small per- 
centage of chance that a bullet could traverse an 
abdomen without inflicting any injury to one or the 
other of the important organs contained therein. 

If any intraabdominal organ be punctured by a 
bullet it may be safely assumed that the patient's 
life will immediately be placed in jeopardy, and that 
something must be done by the surgeon to save it. 

In the handling of these cases, three points which 
appeal to me as being of the utmost importance 
are, 
(1) Should an operation be performed? 

(2) The choice of time and place for such oper- 
ation. 


t 

t 

t 

| 

I 

il 

4 a 

0 

€ 

t 

I 

t 

a 

1! 

0 

I 

q 

r 

\ 

1 

nN 

I 

r 

1 

D 

te 


ds 


er- 


August, 1908. 


SHIELS—TREATMENT OF GUNSHOT WOUNDS. 


AMERICAN 247 
JOURNAL OF SURGERY. = 


(3) Whether or not drainage should be used. 

The first of these questions must be answered 
in the affirmative. All that any surgeon needs to 
lead him to this conclusion is to place himself in 
the position of the wounded man, and ask himself 
whether he would be willing “to take a chance” that 
no organ was wounded, that there was no soiling 
of the peritoneum, no hemorrhage, and that his re- 
covery would run an uneventful course. I take it 
that nearly all surgeons would request an opera- 
tion, notwithstanding the writings of Ochsner and 
many British military surgeons to the contrary. 

As to the question of time and place, there can- 
not be the slightest scintilla of doubt as to the tre- 
mendous benefits derived from hospital surround- 
ings and careful attention to the rules of aseptic 
and antiseptic surgery. Still, in my opinion, the 
overfearfulness of wound infection has to a certain 
extent reacted deleteriously on the successful work 
of the army surgeon. What I wish to convey is, 
that he hesitates to perform serious operations of 
extreme emergency on account of the lack of what 
might be termed perfect asceptic surroundings. In 
this regard I am credibly informed that during the 
Philippine Expedition, and also during the Spanish- 
American War, nearly 100 per cent. of such 
wounded died days and hours after they were 
wounded, either without operation or where oper- 
ation was delayed too long, with the object of hav- 
ing perfectly comfortable surroundings. 

Experience has taught me that it is wise in such 
cases for the surgeon to do all that he can to ren- 
der himself and his patient surgically clean and to 
operate at once. By “at once” I mean at the first 
place he can find where there is no danger of his 
patient, himself or his assistants being shot, and 
not to wait to carry the patient to a regimental, 
division, or base hospital, which are often so far 
removed that transportation of “abdominal cases” 
means shock, loss of blood, infection and death. 
What surgeon would transport a patient wounded 
in some distant village during a time of peace over 
a distance of hundreds of miles in order that he 
might give his patient the benefit of a modern 
metropolitan hospital with its up-to-date operating 
room and all its aseptic and antiseptic surround- 
ings? The answer is that no surgeon would do 
so on account of the evident absurdity of the pro- 
cedure, and the same rule must hold good in the 
field of action. 

Regarding drainage: This question is decided 
by broad general surgical principles which indi- 
cate that in all cases of doubt the wound should be 
left open and a method provided for the escape of 
toxic material, whether carried in by the wound- 


inflicting agent or escaped from some wounded in- 
ternal organ. The surgeon who will remember this 
and will freely drain after gunshot wounds of the 
abdominal cavity, will find that patients who appar- 
ently have but little chance of recovery will fre- 
quently get well. 

Corporal X, 33rd U. S. Volunteers, was cut by 
a bullet some twenty times, two of the wounds 
being severe; one exposing the carotid artery and 
the other the peritoneal cavity, perforating the 
small intestine four times, nearly making a cross 
section of the descending colon and permitting the 
coils of intestine to escape through the opening 
in the abdominal wall and become soiled with dirt. 
This man was brought to the dressing station in a 
room of the Convent of St. Fabian, P. I., at about 
7 P.M. In spite of the fact that he had been drink- 
ing, that the room was far from aseptic, and that 
the only light was furnished by stable lanterns, the 
only needles available those provided by a soldier's 
housewife, the only sutures common cotton thread, 
the repair was made then and there, and the patient 
recovered completely. 

Note well this fact, the abdominal wound was left 
open and an enormous Mikulicz drain left in, reach- 
ing all the wounded areas. To the promptness of 
the operation and the presence of this drain was 
due the successful outcome, for it must be an axiom 
with surgeons that, when one is not sure of asepsis 
of the peritoneum, a very large and extensive drain- 
age gives the best results. 

Two perforating wounds of the stomach, one in 
a soldier, and one in a small native girl, treated at 
once on the same principles, made uneventful re- 
coveries. 

To sum up: If the intestine is perforated and 
not repaired the patient will die. 

The instrument inflicting the operation is not a 
matter of much moment. 

Prompt and immediate operation is imperative. 

In closing, it might be well to sound a warning 
for the guidance of the general practitioner, who, 
in the course of his work, occasionally meets with 
bullet wounds, and who may be tempted to probe 
or unnecessarily manipulate the wound with the ob- 
ject of cleansing it. Excluding wounds of the 
abdominal region and those which give rise to dan- 
gerous hemorrhage, or pressure of the brain, and 
finally those in which the position of the bullet is 
clearly made out and its removal is not fraught with 
danger, simple aseptic dressing and awaiting devel- 
opments is unquestionably the best policy. Of 
course, where bones are broken the ordinary treat- 
ment of bone fractures is in order. 


1 West 70TH STREET. 
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TRANSPLANTATION OF JOINTS. 
The treatment of bony joint ankylosis by osteo- 


tomy or by more extensive resection, usually results 
in recurrence of the ankylosis or, if the removal of 
bone has been sufficiently wide to prevent this, in 


flail-joint. Joint ankylosis, then, when not of the 
fibrous character that yields more or less to brise- 
ment forcé, has been one of the most difficult prob- 
lems with which surgery has had to deal. The in- 
troduction of foreign substances to prevent recur- 
rence after osteotomy has not helped to solve it. 
The interposition of soft parts—flaps of muscle, 
tendon, fat, etc.—has given somewhat better results. 

A distinct advance was made by Weglowski 
(Zentralblatt fiir Chirurgie, 1907, Vol. 17), who, 
after partial resection of an ankylosed elbow, trans- 
planted plates of rib cartilage. He had the oppor- 
tunity to demonstrate that these grafts grew in 
place, shaped themselves to the joint surface, and 
provided a fair functional result. 

Recently Buchmann (Zentralblatt fiir Chirurgie, 
May 9, 1908), in two cases transplanted the first 
metatarsophalangeal joint, after resecting ankylosed 
elbow joints. The operations reported by Erich 
Lexer (Surgery, Gynecology and Obstetrics, June, 
1908), were even more bold. Of six cases, in two 
the knee-joints from amputated extremities were 
transplanted, with the internal ligaments intact, to 
replace knee joints resected for bony ankylosis. The 
functional result in these cases has not yet been de- 


termined. In one of them, however, it was demon- 
strated, by chiseling off a piece of the graft on the 
occasion of a secondary operation to relieve ankylo- 
sis of the patella to the femur, that there was firm 
union of the transplanted surface, through which 
new bloodvessels were growing. In another case 
the entire upper end of a tibia from an amputated 
extremity was grafted to replace a corresponding 
piece of bone removed for sarcoma; the patella lig- 
ament was sewed to the new tibial tuerosity ; there 
was complete healing, and excellent functional re- 
sult. A good result is promising in the fifth case, in 
which the lower end of a femur, with one condyle 
shaped to articulate in the glenoid fossa, was substi- 
tuted for the upper two-thirds of a humerus re- 
moved for sarcoma; a piece of fibula was used as an 
intermedullary splint to unite the graft with the 
shaft of the humerus. In the sixth case the first 
phalanx of the second toe of an amputated foot was 
used to replace the first phalanx of a finger; heal- 
ing was perfect, and the joints are movable. 

These represent but preliminary reports. The ul- 
timate functional results are unknown. But that 
massive bone sections and entire joint surfaces may 
be thus substituted and made to unite is, in itself, 
a mest important demonstration. It affords the hope 
that only the development of the technic will be 
needed to establish such substitutions as regular 
surgical procedures. 


PNEUMOCOCCUS PERITONITIS. 

Undoubtedly most of the cases of purulent peri- 
tonitis without demonstrable visceral lesion are 
either penumococcus or gonococcus infections, more 
commonly the former. Therefore, in the presence 
of a localized or diffuse purulent peritonitis when 
the operation reveals no local cause, a preumococcus 
origin is to be suspected. While such a peritonitis 
may follow a pneumonia, otitis media or other fo- 
cus, it is not rarely apparently “primary.” The fact 
that it is most common in females suggests the gen- 
ital tract as the portal of infection; but this affords 
no explanation of the preponderance of children as 
victims of the disease. 

Symptomatically, pneumococcus peritonitis pre- 
sents features common to other forms of peritonitis. 
In addition, diarrhea is frequently present, which, 
while not in itself diagnostic may arouse suspicions 
concerning the nature of the infection. At opera- 
tion, such a suspicion will be supported if there is 
absence of visceral focus, and there are found nu- 
merous adhesions and milky pus, often with fibrin- 
ous flakes, either localized in one or more pockets 
or diffusely scattered. 
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The symptoms are usually as sudden in onset as 
they are with other forms of acute peritonitis; but 
in some cases they abate after a few days and the 
affection becomes subacute or chronic, giving but 
mild symptoms until a fluid collection forms. Prob- 
ably these slower types of the disease are the basis 
of the statement frequently found in text-books that 
the prognosis of pneumococcus peritonitis is excel- 
lent. Such a broad statement is quite inaccurate, 
for in a great many cases the infection is very viru- 
lent and quickly fatal, in spite of prompt and vigor- 
ous surgical treatment. 


TRANSPERITONEAL REMOVAL OF BLAD- 
DER TUMORS. 

The usual suprapubic incision of the bladder, with 
the generally accepted precaution to avoid invasion 
of the peritoneum, very often affords but an insuffi- 
cient means for the radical extirpation of vesical 
tumors that are either malignant or extensive. It is 
interesting to note the development of a procedure 
that disregards the precaution referred to. For a 
year or more Charles H. Mayo has been practicing 
and demonstrating a free transperitoneal attack 
upon the bladder which has given him great satisfac- 
tion as to both operative facility and post-operative 
results. As described by him in Annals of Surgery, 
July, 1908, the procedure is the following. The 
bladder is cleansed and emptied. The patient is 
placed in high Trendelenburg position and a liberal 
median incision is made. Intestines and abdominal 
incision are protected with gauze pads. The blad- 
der is opened between tenacula and the small 
amount of contained fluid is absorbed with gauze. 
The viscus is then opened as much further as may 
be necessary. Tumors involving the lower half of 
the organ are removed with cautery or scissors, the 
removal including healthy mucosa. The wound is 
allowed to cicatrize without sutures. If a large part 
of the bladder needs to be removed this is done 
boldly, whether covered by peritoneum or not. Ure- 
teral transplantation may be necessary. The blad- 
der wound is closed by a through and through con- 


tinuous Connell suture of catgut and over this a silk , 


or linen Cushing peritoneal suture. If the blad- 
der incision passes forward of the peritoneum the 
latter is drawn down upon the line of closure to 
supply the advantage of peritoneal adhesions over 
it. Catheterization is employed after operation, 
only if the patients are unable to urinate. 

Two facts are pointed out by Mayo, in support 
of the acceptability of this radical procedure. These 
are, first, that the lymphatics of the bladder are 


few and inactive and metastasis of malignant tumors 
are, therefore, delayed, and, second, that after the 
removal of two-thirds or more of the bladder the re- 
mainder will regenerate and dilate sufficiently to 
provide a fairly useful viscus. 


Surgical Suggestions. 


“Paracentesis” is a misnomer. The drum should 
be slit from below upwards and near the posterior 
margin, throughout its entire extent. In with- 
drawing the knife it may be allowed to cut deeply 
into the upper canal wall near the drum (internal 
Wilde’s incision). 


Pain in the ear, increased on traction on the auri- 
cle, with slight diminution, if any, of hearing, sug- 
gests a furuncle in the meatus. Introduce the 
speculum with great care. The probe will often 
reveal a point of marked tenderness. 


Don’t incise a furuncle of the auditory canal. 
Tampon the canal with a wick of cotton or gauze 
saturated with liquor Burowii (acetate of alumin- 
um), resorcin-alcohol, or balsam of Peru, and wait 
until pain has disappeared. Hot applications may 
be needed. A furuncle pointing and threatening to 
burst may be opened with a superficial cut. Avoid 
wiping the pus along the canal, the result is al- 
most inevitably a fresh crop of furuncles. 


If one suspects acute cholecystitis and on opening 
the abdomen does not find the gall-bladder enough 
diseased to warrant further procedure, it is best to 
anchor the tip of the organ by suturing it to the 
abdominal wall. If further symptoms are mani- 
fested, the gall-bladder can then be opened without 
anesthesia and a catheter inserted for drainage. 


A persistent sinus after an operation for appendi- 
citis in the majority of cases means that a portion of 
the appendix has been left behind. It may also mean 
that an exudate has not broken down or that some 
foreign body has been left in the wound. One 
should give the sinus an opportunity to close by 
itself, but if it does not do so, a prolonged operation 
is necessary. The walls of the sinus must be care- 
fully excised, all rents in the serosa of the intestine 
sewed over and drainage instituted, as there is often 
considerable oozing from raw surfaces. First and 
foremost, the primary cause of the sinus must be 
found and corrected. 
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Book Reviews. 


A Text-Book of Surgical Anatomy. By WILLIAM Fran- 
cis CAMPBELL, M.D., Professor of Anatomy at the 
Long Island College Hospital, etc. Octavo; 675 pages: 
319 original illustrations. Philadelphia and London: 
W. B. Saunpers Co., 1908. Cloth, $5.00, net; half 
morocco, $6.50, net. 


The aim of this book is to aid in the study of the essen- 
tials of practical anatomy and to apply them directly to 
surgery. The usual subdivisions—head and neck, thorax, 
upper extremity, abdomen and pelvis, spine and lower 
extremity—are taken up seriatim, and individual structures 
are emphasized in heavy type, which assists in ready ref- 
erence, but gives a cut up and choppy appearance to the 
page. The text is concise and clear, but as can be readily 
surmised from the fact that books on this subject are 
numerous, contains nothing new, nor is the viewpoint or 
the exposition original. 

The illustrations are clear and adequate, forming the 
most valuable part of the book. On the whole, Campbell’s 
Anatomy will be found useful as a means of ready refer- 
ence to the advanced student or non-specialistic practi- 
tioner. 


A Manual of the Diseases of Infants and Children. 
By JoHN Ruuwrau, M.D., Clinical Professor of Dis- 
eases of Children in the College of Physicians and 
Surgeons, Baltimore. Second Edition, thoroughly re- 
vised. Octavo; 423 pages; 112 illustrations. Phila- 
delphia and London: W. B. SaunpEers Company. 1908. 


In the second edition, this book has been revised, nu- 
merous changes having heen made to bring it up to date. 
Several new paragraphs have been written which add ma- 
terially to its value, such as the medical inspection of 
school children, duration of contagion after infectious dis- 
eases, and on the return of school children after exposure 
to contagious diseases. 

The volume makes an excellent reference handbook and 
is heartily recommended to all general practitioners who 
wish ready access to diagnostic points and therapeutic pro- 
cedure in the diseases of children. 

The bibliography, which completes the volume, has been 
wisely selected by the author, the references being merely 
to manuscripts written in English where the reader can no 
doubt find a more extended list on the same subject. 


By CoGsweELi 
Gynecology and Ob- 


The Pathogenesis of Ganglia. 
CLarKE, New York. Surgery, 
sietrics, July, 1908. 


Clarke reviews the various hypothesis advanced con- 
cerning the causation of ganglia. As a result of his own 
histological strides, which he describes and illustnates, he 
concludes “that ganglia are very rarely hernial protrusions 
of synovial membranes, frequently distended anatomical 
or adventitious burs, most frequently degeneration cysts.” 


Nouveau Traite de Chirurgie Clinique et Operatoire. 
Publie en fascicules par A. Le Dentu et Pierre Det- 
Bet. VII. Arthrites Tuberculeuses par MicneL Gavu- 
GOLPHE, Chirurgien-Major Titulaire de 1l’Hotel-Dieu; 
Professeur Agrégé a l'Université de Lyon. Octavo; 
76 illustrations; 235 pages. Paris: J.-B. BAILLERE ET 
Fits, I 


The same author ten years ago wrote upon this subject 
in the old series of the “Traité de Chirurgie.” The book 
is strictly personal, dealing with observations made by 
Gaugolphe. Only clinical and operative data are regard- 
ed. As the material was chiefly among adults of the 
working classes, operative rather than conservative or 
climatic treatment was instituted. Hence the exposition 
though a trifle one-sided, is doubly valuable because of 
its personal point of view, and because of the detail with 
which each joint is taken up and discussed. The joints 


described are the temporo-maxillary, sterno-clavicular, 
acromio-clavicular, shoulder, elbow, wrist and finger joints 
of the upper extremity; sacro-iliac, hip, knee, ankle, etc., 
of the lower extremity. Operative technic is carefully 
gone into. 


Die Orthorontgenographie. Anleitung zum Arbeiten mit 
parallélen R6ntgenstrahlen. By Dr. Franz M. Gror- 
DEL, Bad-Nauheim. Octavo; 79 pages; 32 half-tone 
illustrations. Miinchen: J. F. LeumMann, 1908. Price, 
paper-bound, 3 marks. 


This brochure is a concise and graphic description of the 
mechanical principles, various apparatus and technic of 
orthodiagraphic x-ray examinations, so useful in the study 
especially of intrathoracic diseases. 


A CORRECTION, 


The Internal Secretions and the Principles of Medi- 
cine. By Cuartes E. DeM. Sajous, M.D. Phila 
delphia: F. A. Davis Co., 1907. 


In the review of the second volume of this work, pub- 
lished in the July issue, an error was made in stating that 
it contains nearly 2,000 pages, and that the two volumes 
consist of nearly 4,000 pages. The entire work is of 1,873 
pages. 


Practice of Medicine for Nurses. A Text-Book for 
Nurses and Students of Domestic Science, and a 
Hand-Book for All Those Who Care for the Sick. 
By Grorck Howarp Hoxie, A.M., M.D., Professor of 
Internal Medicine in the University of Kansas; Su- 
perintendent of the Eleanor Taylor Bell Memorial 
Hospital, Kansas City. Octavo; 284 pages; 30 pho- 
togravures and illustrations. Philadelphia and Lon- 
don: W. B. SAUNDERS CoMPANY. 1908. 


This new little book will form a valuable addition to the 
nurses’ library. It is written in a clear, concise style, is 
up to date and is not encumbered with too many technical 
terms. According to the author’s own words “the pur- 
pose of this book is to provide for those who care for the 
sick either professionally or in the home such information 
as shall be most helpful in following the directions of the 
medical attendant, and in caring for emergencies.” No 
oe has been made to go into symptomatology very 
ully. 

This is a practical book for nurses, which deals suc- 
cinctly with essential points. The forty-four chapters are 
well planned and cover as wide a field as is necessary. 
The illustrations are excellent. 


Books Received 


Surgical Therapeutics. By Emory Lanpuear, M.Uv., 
Ph.D., LL.D., St. Louis, Mo., Professor of Surgery, 
Hippocratean College of Medicine; Chief Surgeon to 
the Women’s Hospital of the State of Missouri, etc. 
Duodecimo; 396 pages. Chicago: THe Ciinic Pus- 
LISHING Co., 1907. 


Consumption. Its Prevention and Cure without Medi- 
cine. With Chapters on Sanitation and Prevention 
of Other Diseases. By CHartes H. Stantey Davis, 
M.D., Ph.D., Author of “How to Succeed as a Phy- 
sician,” etc. Second Edition, Enlarged. Duodecimo; 
218 pages. New York: E. B. Treat & Co., 1908. 
Price, $1.00. 

Golden Rules of Dietetics. By A. L. Benenpicr, M.D. 

Attending Physician, Mercy Hospital; Consulting 

Physician, City and Riverside Hospitals, Buffalo, 

N. Y. Small octavo; 407 pages. Golden Rules Se- 

ries. St. Louis: Mossy Mepicat Book Co., 1908. 
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Progress in Surgery. 


A Résumé of Recent Literature. 


Colles’ Fracture, With a New Theory of Its Mechan- 
ism. L. W. Ery, New York. Journal of the American 
Medical Association, June 27, 1908. 


Colles’ fracture is defined by Ely as a fracture, 
usually with impaction, of the lower inch of the ra- 
dius, almost invariably due to a fall on the heel of 
the extended hand. The radius breaks here at its 
weakest point, where the cancellous structure of the 
bone is not arranged te withstand a force applied longitudi- 
nally, and the thicker layer of dense bone just above resists 
the strain and is driven down into the lower fragment. The 
outer part of the hone suffers more than the inner because 
the inner is held fast by the ulna and hence it swings up 
and receives more of the force of the blow. Not until the 
styloid process of the ulna is broken and the triangular 
fibrocartilage is dislocated is the internal portion of the 
bone exposed to impaction. The fall is also usually on the 
radial side of the hand. The posterior or dorsal aspect 
of the bone usually suffers most, and this fact is thus 
explained by Ely: A section at the usual seat of fracture 
shows the hone here shaped roughly as a right-angle tri- 
angle with the hypothenuse forward. When a force is 
exerted on a line parallel to the hypothenuse, midway be- 
tween it and the apex, the apex will yield much more 
readily than the broad base. Such a force the transverse 
line of the carpus exerts. Again the bone in the anterior 
part is much denser than that in the posterior. Pain and 
disability are marked in a recent case; pressure on the 
lower three-fourths of an inch of the radius causes pain, 
and the finger feels a break in the contour. In case of 
simple slight impaction there will be nothing characteristic 
beyond swelling and thickening of the radius. Fracture of 
the carpus, most frequently of the scaphoid, is often mis- 
taken for Colles’ fracture. The main diagnostic point here 
is the extreme sensitiveness over the broken bone, usually 
in the region of the anatomic snuff-box. The disability is 
not so great unless there is also semilunar dislocation. If 
the a-ray is used it is well to test both wrists, and some- 
times an old fracture of the scaphoid cannot be differen- 
tiated from a Colles’ fracture. The prognosis without 
treatment is not usually good. The main indication is to 
break up the impaction and keep the fragments in place. 
The notion that an impaction should be let alone cannot 
be too strongly condemned. Ely insists on its reduction, 
under anesthesia, not by traction, but by working the frag- 
ments backward and forward on each other until crepita- 
tion is felt. For a splint, he prefers the plaster of Paris 
gauntlet to any other form of dressing, and gives full 
directions for putting it on. He applies it from the elbow 
to the fingers, leaving a wide hole for the thumb, and 
slits it up on the radial side to guard against damage from 
swelling. He leaves it on for from nine days to a month, 
and insists that with proper adjustment, immobilization 
never causes ankylosis. 


Substitution of Whole or Half Joints from Freshly 
Amputated Extremities by Free Plastic Operation. 
E. Lexer, Konigsberg. Surgery, Gynecology and Ob- 
Stetrics, June, 1908. 


Lexer reports the resection of ankylosed joints and the 
full restoration of motion by implantation of entire joints 


obtained from other patients. At first he employed the 
method of Weglowski, who, after resection, implanted 
fresh human cartilage to separate the raw bone surfaces. 
Now Lexer resects and keeps all the soft parts intact. 
Into the bone and joint defect, for instance in the knee, 
he implanted a carresponding part of the epiphyses of the 
femur and tibia with semilunar cartilages and crucial liga- 
ments. In this case the operation was performed for an 
old healed tuberculous gonitis; the implanted part was 
from a limb removed for senile gangrene. Union took 
Place, but motion was impeded by adhesions between the 
patella and femur (these had been noted at operation). 
Three months after the first operation he reopened the 


joint to overcome this trouble. Small pieces removed for 
microscopical section showed the tissues to be alive and 
active. It is now five months after operation and the func- 
tional results are perfect. 

In a young man part of the tibia was removed for osteo- 
sarcoma (upper third) ; a similar part obtained by amputa- 
tion, with periosteum and articular cartilage attached, was 
substituted. Lexer cleaned out the marrow cavity of this 
latter and plugged it with iodoform plug. Function is 
good, although the transplanted bone was from the right 
leg, while the defect was on the patient’s lefe side. In a 
similar tumor case the head of the humerus was replaced 
by the lower end of a femur, operatively obtained. Here 
the femur had to be chiseled approximately to the size of 
the humeral head, most of the articular cartilage of course 
being left intact. A part of the fibula of a leg (with peri- 
osteum) was used as the means of joining the two pieces 
of bone, by driving it firmly into the medullary canal of 
both upper and lower fragment. The author has also sub- 
stituted a toe phalanx for the proximal phalanx of a girl’s 
hand (removed for enchondroma). Finally he has suc- 
cessfully transplanted a second entire knee-joint with good 
result, in spite of the fact that the substituted joint came 
from the opposite side. 


Hypertrophy of the Synovial Fringes of the Knee 
Joint. E. G. Axszort, Portland, Maine. Journal of 
the American Medical Association, May 23, 1908. 


After referring to former writings on the subject, Abbott 
says that his views have changed somewhat in regard to 
the value of operative treatment of hypertrophied synovial 
fringes interfering with motion in the knee joint. In his 
definition of the condition, he excludes the pathologic 
changes sometimes classed with it—lipoma arborescens, 
chronic villous arthritis and floating cartilage—which he 
considers entirely distinct. ‘The cause of ill success in 
operation, which had led Hoffa and himself almost to give 
up surgery as a remedy, has been the restriction of motion 
due to toc extensive scar tissue following the method 
deemed necessary in operating. Owing to the fact that, in 
this class of cases, the parts that interfere with the joint 
motion are so small, there does not, he says, seem to be any 
need of their complete removal, since they project into the 
joint but very little more than they normally should. In- 
stead, therefore of the U-shaped or lateral division of the. 
capsule he does not open the joint, but cuts only down to 
the capsule on each side, retracts it, pulling the fringes out 
of the joint and takes a reef in the capsule, thus preventing 
their further interference by taking up a fold of the cap- 
sule, securing it with sutures and cutting it off inside of a 
specially devised clamp. The cut edges are finally sewed 
together with a fine suture which buries the exposed syno- 
vial border. The skin incision is closed and the leg kept in 
an extension splint for about a week. The after-treatment 
is simply keeping the joint at rest until healing has taken 
place. Motion is not restricted by such an operation, and 
the joint is practically normal a few days after the removal 
of the splint. The advantages claimed are: less danger than 
from the more extensive operation; better assurance of 
complete recovery; and avoidance of the long after-treat- 
ment and its discomforts. 


A Case of Traumatic Luxation of the Ileo-tibial Band 
(Ein Fall von Lusxatis tractus ileo-tibialis traumatica). 
By D. Papavac, Vienna. Wiener Medizinische Wo- 
chenschrifi, May 7, 1908. 


This rather rare traumatic lesion resulted from a 
blow upon the hip. After the patient began to walk he 
noticed that upon moving the hip joint a peculiar sound 
as though something went out of place, and at the same 
time he saw a thick stout band move over the surface of 
the trochanter. This caused considerable pain, so much 
so that in walking he held the hip stiff, the lower ex- 
tremity in an adducted position and the knee extended. 
Examination threw no additional light upon the case. The 
author diagnosed luxation of the ileo-tibial band and 
recommended operation. This consisted in a longitudinal 
incision of the fascia lata and suture of the band to the 
posterior aspect of the gluteus maximus muscle. The ulti- 
mate functional result was perfect. 
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Migratory Ophthalmia in Its Relation to Injuries of 
the Globe. H. W. Wooprurr, Joliet. Journal of 
Ophthalmology and Oto-Laryngology, June, 1908. 
Penetrating wounds of the globe involving the ciliary 

region, particular! y those with retention of foreign body, 
form the class of injury most likely to cause sympathetic 
inflammation later on. In children such wounds are often 
caused by scissors, knives, forks, broken glass, sharp sticks, 
pencils, and darts or small shot from air- rifles, and are to 
be classed as aboidable accidents. This is an important field 
for prophylaxis and legislative interference. Preventive 
treatment after injury consists in the early enucleation of 
all hopelessly lost eyes, and the use of atropin, constant 
hot bathing, and large doses of salicylate of soda, one 
grain to every pound of body weight, in 24 hours (Gifford) 
to combat inflammation and counteract intraocular scpsis. 
Mercurial inunctions are valuable for the same purpose. 
An eye with poor projection and lowered tension, indicating 
disorganization, should be enucleated. After development 
of sympathetic ophthalmia it may be too late. Local 
treatment is aided by leeching for pain, Turkish baths, 
opiates and other sedatives. The treatment is rigor- 
ous, and the patient should be kept in good condition, with 
plenty of food, the appetite toned up, mouth and teeth 
kept clean, and digestive tract flushed out frequently. Op- 
erative measures may consist in the removal of foreign 
bodies by the magnet in case they are of steel, or with 
forceps, excision of prolapsed iris, removal of soft lens 
masses by irrigation after small section at the limbus in 
case of traumatic cataract, and cauterization of an infected 
wound. 


Melena Neonotorum,with report of a cas ecured by trans- 
fusion. SamuEL LAmBert, New York. Medical Record, 
May 30, 1908. 

Within twelve hours of the birth of the child, a hemor- 
rhage into the tongue was noted. In the course of the next 
four days, numerous subcutaneous ‘hemorrhages appeared ; 
the nose began to bieed, and blood was found in the stools. 
Despite appropriate remedies, the bleedings continued and 
the prognosis appeared hopeless. On the fourth day, it was 
decided to attempt a direct transfusion from the father to 
the infant by end-to-end suture anastomosis after the man- 
ner devised by Carrel. Thereupon the left radial artery 
of the father was anastomosed to the right popliteal vein 
of the infant. The blood was allowed to flow until the 
color of the infant’s skin changed from pale and waxy to 
that of a brilliant redness. The effect was almost imme- 
diate; the oozing from the wound, which up to now showed 
little tendency to clot, clottecl at once, the nose bleed 
ceased instantly, the pulse became full and strong, and the 
respirations deep and full. From the moment of the trans- 
fusion, ail tendency to hemorrhage ceased, the child began 
to gain promptly in weight, and eight weeks after birth 
the infant was perfectly well. 


A Plea for Systematic Use of Bronchoscopy in Our 
Routine Work; With Description of a Modified 
Bronchoscope. Wootr FREUDENTHAL, New York. 
N. Y. Medtcal Journal, May 23, 1908. 


The author has invented a jointed bronchoscope, with the 
aid of which bronchoscopy can be performed easily and 
with very little discomfort to the patient. He believes 
that bronchoscopy should be more frequently done than it 
is. For the detailed construction of the instrument the 
reader is referred to the original article. 


Intranasal Drainage of the Frontal Sinus. E. F. In- 
GALS, Chicago. Journal of the American Medical As- 
sociation, May 9, 1 

Ingals describes his operation for intranasal drainage 
of the frontal sinus, which he has found one of the most 
satisfactory surgical procedures, and illustrates the instru- 
ments required. Twenty cases are reported. The opera- 
tion leaves no scar, does not incapacitate the patient usual- 
ly for more than a day or two, can usually be done under 
local anesthesia and is practicable in from 95 to 98 per 
cent. of chronic cases and in a majority of acute cases, 
provided the anterior end of the middle turbinate has first 
been removed, which should be done in practically all cases 
of frontal sinusitis, suppurating or not, in order to secure 


free drainage. The use of the fluoroscope and x-ray nega- 
tives is advised as a matter of safety, taken with the probe 
in position to show the relation of the naso-frontal duct to 
surrounding parts. Coexisting suppuration of the antrum 
and ethmoidal cells must also be secured free drainage, 
Too frequent washing out of the frontal sinus is not ad. 
visable, though it may be needed once daily for a time 
to prevent clogging of the tube with dried secretions. Per- 
oxid of hydrogen is dangerous even with free drainage, 
A 10 to 20 per cent. argyrol solution is one of the best 
means for checking suppuration. Reinfection may follow 
severe colds in the head, but the suppuration soon ceases 
because of the permanent free drainage. This is secured, 
even if a cure is not effected. When improvement does 
not follow in a few weeks the sinus should be opened 
externally and cleaned out. Healing is as rapid apparently 
after the intranasal operation as after any other. Ingals 
believes it as safe as any other operation for treatment 
of frontal sinus suppuration and doubts whether the burr 
used could cut the dura in any case, however applied. In 
fact, he considers it the safest, and the easiest operation 
for both patient and surgeon. 


The Treatment of Intractable Hay Fever and Paroxys- 
mal Coryza by Resection of the Nasal Nerve. E. S. 
YonceE, Manchester. Lancet, June 13, I 

The author has performed this operation in a number 
of cases and up to the time of the report, a cure has been 
obtained in each instance. The operation consists in bi- 
lateral resection of both nasal nerves at the inner canthus 
of the eye. In cases associated with asthma this symptom 
has also been relieved. The author says nothing about 
the subsequent condition of the nasal mucous membrane, 
except in one case: in this instance only a slight anesthesit 
was observed. The author desires the report to be re- 
garded merely as a preliminary one. 


The Operation for Thrombosis of the Sigmoid Sinus 
and Internal Jugular Vein of Otitic Origin. F. 
Atport, Chicago. Journal of the American Medical 
Association, April 25, 1 

Allport thinks it a question whether actual phlebitis and 
thrombosis of the sigmoid sinus and jugular vein occur 
so frequently as one might suppose from the literature. 

He also thinks that the risks of operative interference 

may sometimes be underestimated. In his opinion, the 

sinus should usually be opened in the face of mastoid dis- 
ease, acute or cronic, accompanied by characteristic phle- 
bitis symptoms, and also in the presence of a virulent 
infection, especially of the streptococcus type, a significant 
differential blood test, etc. Nevertheless, he has seen such 
cases cured by the removal of necrosed bone, granulations, 
etc., and he would wait a few hours after removal of 
such débris before opening the sinus. While lives may 
occasionally be lost by too much conservatism, it is prob- 
able that more are lost by too venturesome surgery. The 
diagnosis of otitic sinus thrombus is sometimes difficult, 
but a correct conclusion can usually be reached when the 
sinus has been exposed by a mastoid operation which 
should be performed primarily and completed in all its 
details. Allport believes in the thorough removal of granu- 
lations as a rule. If, after opening the sinus, the throm- 


.bus is found to be hard and apparently extensive, it should 


be gently curetted at its visible portion to remove its in- 
fectious layers, and then sprinkled and packed with iodo- 
form powder and gauze. If it is small or soft and un- 
healthy looking, it should be completely removed by the 
curette until free hemorrhage appears. On account of the 
danger of softened walls, the curetting should be done 
cautiously to avoid brain infection. Full details of each 
step of the operations of opening the sinus, treatment of 
the thrombus, ligation of the internal jugular or its ex- 
cision (which he favors rather than simple ligation when 
it is concluded to operate on the jugular) are given. The 
anatomic relations of the vein are also fully described, 
as well as the after-treatment and treatment of shock. 


The Modified Blood Clot in Mastoid Surgery. SAMUEL 
McCuttacu, New York. New Yerk Medical Journal, 
June 13, 1908. 

McCullagh thinks that the reason one hesitates to adopt 
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so radical a procedure as to sew up a mastoid wound is 
that it appears irrational to expect a wound filled with pus 
to heal by first intention. He feels that with care in the 
application of technic and selection of cases the mastoid 
weund should be perfectly healed within a week or ten 
days in at least seventy-five per cent. of the cases so treated. 
ln regard to the manner of healing he quotes from Reik: 
“The blood Mowing into the wound cavity rapidly clots and 
the fibrinous framework of this clot constitutes the scaffold- 
ing on which the new tissue is built. Fresh granulations 
spring from the wall of the cavity and grow out into the 
clot, forming new fibrinous cennective tissue, the nature 
of which is further altered to accord with the character of 
the surrounding cavity walls; that is, if the wound is 
made in bone, osteoblasts are sent out from the bony walls 
or periosteum to convert the fibrous substance into osseous 
tissue. Just how early this osteoblastic activity com- 
mences is not known, but such cells have been observed 
to form within forty-eight hours after the operation, and 
it is certain that granulation tissue grows more rapidly into 
a healthy blood clot than into space. It is plain, then, 
that Nature may be greatly aided in the reconstruction of 
destroyed tissue by providing an excellent framework | on 
which to build, and leaving her only the task of furnish- 
ing vascularity and new tissue cells.” ; 

The chief causitive factor in the failure of the operation 
is the use of antiseptics, such as alcohol and bichlorid of 
mercury in the wound which destroy the bactericidal 
power of the serum of the blood. ‘There are a few salient 
points in the technic of the operation which it is well to 
remember. Betore the mastoid operation, in every case, a 
free incision should be made in the drum membrane. After 
the bone is thoroughly removed from the mastoid, the 
cavity should be flushed out with normal saline solution 
and sponged dry. The wound is closed by a running; sub- 
cutaneous suture with a rubber drain at the lower angle 
which is removed on the second or third day. The au- 
thor cites a number of illustrative cases. 


Further Studies in the Treatment of Tuberculous Si- 
nuses, Fistulous Tracts and Abscess Cavities. E. 
G. Beck, Chicago. J/linois Medical Journal, July, 1908. 


Beck’s preliminary report has been reviewed in the 
AMERICAN JOURNAL OF SuRGERY. In this report the author 
described the technic, indications, and the results obtained 
by the injection of a paste of bismuth. Additional expe- 
ricnce has only confirmed the author’s opinion in the value 
of this method of treatment. In this paper also the author 
makes some additional recommendations. In the first 
place, in order to guard against the possibility of bismuth 
poisoning, the author advises that no more than 100 grams 
be introduced at the first injection. The possibility of 
poisoning is evidently very remote, for the author has not 
seen one such instance in a series of 2,000 injections. The 
author also emphasizes the marked bactericidal properties 
of bismuth, even in regard to the tubercle bacillus. This 
was determined by bacteriological examination. The ef- 
fect on tuberculous tissue of the bismuth paste plus the 
x-ray is very marked. The author calls attention also to 
the limitations of the method. It is not applicable to biliary 
fistulae or to sinuses communicating with the cranial cavity. 
In fistulae following abscess or cyst of the pancreas, one 
should be very conservative owing to the possibility of 
injecting one of the ducts. In sinus due to scquestra, the 
latter will have to be removed before healing can take 
place. Even where the sequestrum has remained the author 
has obtained healing in a small number of cases. The 
most important observation made by the author since his 
first report, is the possibility of preventing tuberculous 
fistulae by this method. This is done by opening the cold 
abscess through a small incision and injecting a 10 per 
cent. bismuth paste, leaving the opening unsealed. A 
number of cures of such cases are reported. The author 
has modified his technic, but slightly. He has given up 
drying the sinus before injection. He has also discarded 
the use of iodoform entirely, and reserves the use of the 
one-half per cent formalin-bismuth-paste for cases asso- 
ciated with streptococci. The skin and opening are always 
cleansed with alcohol before injection, in order to prevent 
secondary injection, 


In the discussion of this paper, Ochsner spoke very 
highly of the sesults obtained in his own experience with 
his method of treatment. 


Chondrotomy of the First Rib in Beginning Apical 
Tuberculosis (Ueber die Chondrotomie der 1. Rippe 
bei beginnender Spitzentuberculose). H. Sewer, Dres- 
den. Muenchener Medizinische Wochenschrift, June 
23, I 


The work of Freund, Birch-Hirschfeld and Schmorl has 
shown that ossification of the first rib and contraction of 
the bony wall of the thorax apex mechanically injure the 
apex of the lung and thus favor tuberculosis. Hart has 
found at autopsy that where nature has established a 
pseudarthrosis in the cartilage of the first rib healing of 
apical foci is more common. 

Seidel describes a simple technic for establishing an 
artificial joint and thus favoring nature’s efforts. He 
makes a skin flap extending from the clavicle to the sec- 
ond rib, its base being lateral, its apex at the sternal edge. 
‘The clavicular and pectoral fibers of the pectoralis major 
are bluntly separated, thus exposing the cartilage of the 
first rib. The perichondrium is freed and a narrow seg- 
ment (about % cm. wide) of cartilage is excised in a 
direction from below and laterally, upward and inward, 
with a specially designed gouge. A few fibers of the pec- 
toralis are placed in this channel to assure a false joint 
and the wound is closed without drainage. 

The operation is indicated in young individuals with 
tuberculous apex catarrh who have a markedly narrow 
bony apex, in older subjects in whom the cartilage is 
ossified and in suitable cases in which the anatomical con- 
ditions are normal and other measures have failed. 


The Local Use of Magnesium Sulphate in the Treat- 
ment of Erysipelas, With Report of Cases. A. 
Tucker, Philadelphia. Therapeutic Gazette, June 15, 
1908 


With this treatment, the pain and discomfort are re- 
lieved in a few hours, the temperature falls to normal 
rapidly, usually within the first 24 hours, and the patient 
recovers in from two to seven days. The method of 
application is as follows: A saturated solution of mag- 
nesium sulphate is applied on a mask consisting of 15 
to 20 pieces of ordinary gauze; this is covered by some 
non-absorbent material and kept wet as often as necessary. 
No other treatment is necessary. The report is based on 
observations upon 35 cases. 


The Permanent Closure of Large Perforations in the 
Tympanic Membrane with Marked Increase in the 
Hearing Distance. W. B. CHAMBERLAIN. Cleveland 
Medical Journal, June, 1908. 


Artificial tympanic membranes have been in use for a 
long time, their origin being due to the observation of 
many patients, “who were surprised by the startling in- 
crease in their hearing, when, in attempts to remove secre- 
tion, the remnant of the membrana tympani was touched 
with an ear pick or a piece of rolled paper.” 

The use of the artificial membrana tympani was known 
as far back as 1640, but it was not until 1852 that Toynbee 
invented an instrument which still bears his name and 
which with slight modifications is still in use. 

The method used by the author is a modification of the 
method first used by Yearsley and Erhard a number of 
years ago and which was later modified by Blake. The 
former advocated the closure of large perforations by 
a cotton plug, while the latter soaked the cotton plug in 
vaselin before insertion. After observing that no sup- 
puration is present and after carefully testing the hearing, 
a little sterile cotton plug is inserted into the perfora- 
tion. If no signs of irritation or inflammation be present 
at the end of seven or eight days, a similar cotton plug is 
immersed in a warm sterile paraffin solution which readily 
hardens and hermetically seals the opening. Such plugs 
may remain in for two to three years without causing any 
discomfort. 
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Post-Operative Parotitis (/.cs parotidites post-opéra- 
toires). SouBEyRAN and Rives, Montpellier. Archives 
genérales de Chirurgie, May 25, 1908 

Ninety cases of post-operative parotitis are analyzed 
and brief clinical histories given. In the question as 
to the probable mode of infection the authors found 
that the glandular involvement was probably hema- 
togenous in 20 per cent., and by way of the mouth in 54 per 
cent. The data were insuflicient in 26 per cent. of the 
cases. A number of conditions obtain before and after 
operation, which make the gland more susceptible to infec- 
tion. The pre- and post-operative fasting, the purgation 
and the loss of blood. tend to produce a condition of de- 
hydration, and hence a diminution of the secretory flow. 

The fear of the anesthetic, the shock, and the absence of 

masticatory movements have a similar effect upon the func- 

tion of the organ. The absence of the bactericidal secretion 
and the above are responsible for the impaired resisting 
powers of the gland. Under these conditions the parotid 
may easily be infected by the bacterial flora in the mouth. 


Three Years’ Experience of Butlin’s Operation for Can- 
cer of the Tongue. F. T. Paut, Liverpool. British 
Medical Journal, June 6, 1908. 

The author holds this operation to be the best devised 
thus far for the care of cancer of the tongue. He believes 
the operation should always be done in two stages: at the 
first, the tongue is removed by the intrabuccal method; at 
the second, the glands on both sides of the neck from the 
lower jaw to the clavicle are thoroughly dissected out. The 
second operation should follow the first at an interval 
of from two to three weeks. If both operations are done 
at one session the chances of septic infection are greatly 
increased, and the operation becomes a formidable one. 
No matter how sharply limited to one side of the tongue 
the growth may be, the glands should nevertheless be re- 
moved on both sides. This lesson was forced upon the 
author by his experience in one case. Of 35 operations 
performed by the author two died, both from sepsis. In 
cases in which the possibility of sepsis is likely to be en- 
countered, the author believes that a dose of polyvalent 
serum should be injected as a prophylactic measure. 
the 35 cases, 17 are thus far free from recurrence. In only 
two, however, is the duration three years or over. 


Primary Carcinoma of the Neck. F ArNno_p CLARKSON, 
Toronto. The Canadian Prastitioncr and Review, May, 
1908. 

Primary carcinoma of the deep tissues of the neck is a 
rare disease. Many of them have recentiy been shown to 
be peritheliomata originating in the carotid gland. The 
case reported is that of a woman, 60 years of age, who had 
a rapidly growing tumor on the right side of the neck 
which she had first noticed about six weeks before. The 
swelling had reached such a size that she had great diffi- 
culty in swallowing. There was no family history of carci- 
noma. She only recently had lost a great amount of flesh. 
The tumor was situated in the anterior triangle of the 
neck, measuring about two and one-half inches in diameter 
and of stony hardness. It was freely movable and unat- 
tached to the skin. Any handling caused a great deal of 
pain. The tumor increased rapidly in size, the cachexia and 
weakness becoming more pronounced until death ensued 
about five months after the initial symptoms. Autopsy 
revealed no other carcinoma, except in the adjacent lym- 
phatic glands. 


Acute Pancreatitis, With Report of Two Recoveries. 
Watter A. JAyNeE. Colorado Medicine, June, 1908. 

Attention was first called to acute inflammatory condi- 
tions of the pancreas in 1889 by Dr. Fitz. Some ten years 
later, Mayo Robson gave his observations on the same 
subject as the result of his large surgical experience. The 
location of the pancreas is obscure and the difficulties of 
diagnosis from the symptoms alone are so great that the 
presence of pancreatitis is seldom determined in advance 
of operation or a demonstration at autopsy. The violent 
acute forms are not so common as to force themselves 
upon the watchfulness of the general practitioner. We 
must believe that milder forms occur with considerable 


frequency, and subsiding without noticeable incident, or 
followed, possibly, by a moderate or late induration, the 
true nature of the attack escaping recognition, and being 
ascribed most plausibly to acute indigestion, gallstone 
colic, or, if prolonged, to gastritis. 

Two cases are reported. In the first the symptoms re- 
sembled acute obstructien of the bowels or a perforating 
ulcer of the stomach. ‘The pain was relieved after the 
bowels were moved but returned later, with fever, a high 
leucocyte count and a definite mass in the region of the 
head of the pancreas. At operation, distinct areas of fat 
necrosis were found. A large mass was discovered which 
contained pus. This was opened and drained. Eventually 
the patient recovered. The second patient presented many 
similar symptoms, a firm flattened mass being felt at the 
location of the head of the pancreas. At the end of six 
weeks she recovered without operation. 

In regard to diagnosis, the author quotes irom Mayo 
Robson and Fitz. The former says that although pancrea- 
titis is without pathognomonic signs, the diagnosis can 
usually be arrived at by a careful study of the history, 
mode of onset and the combination of symptoms and signs. 
The latter says that acute pancreatitis is to be suspected 
when a previously healthy person or a sufferer from occa- 
sional attacks of indigestion is suddenly seized with a 
violent pain in the epigrastrium, followed by nausea and 
vomiting and, later, the appearance of a circumscribed 
mass. 


The Use of the X-Rays in the Diagnosis of Appendici- 
tis and Some Other Abdominal Conditions. Sir 
Wm. H. Bennet, London. Lancet, May 23, 1908. 

The author reports a number of cases, all of which pre- 

sented symptoms simulating those of appendicitis, in which 
an #-ray examination revealed the true condition to be a 
stone in the ureter. He therefore believes that in all cases 
of abdominal pain or discomfort, unless the diagnosis is 
obvious, an x-ray examination should be made before the 
patient is subjected to an exploratory operation. Stones 
in the-ureter are not the only conditions that may be 
found; the x-ray plate may show caseous tuberculous 
glands, new growths of bone, etc. The author feels con- 
vinced that if this procedure is resorted to, cases of recur- 
rence of symptoms after appendicectomies will be less 
frequently reported. 


‘the Precipitin Reaction in Hydatid Disease. D. A. 
WeEtsH and H. G. Cuapman, Sidney, Australia. Lan- 
cet, May 9, 1908. 

These authors have been able, in a series of 9 cases, to 
confirm the observation of Fleig and Lisbonna that a spe- 
cific precipitin can be obtained by adding the serum of a 
patient afflicted with hydatid disease to hydatid fluid. It is 
necessary to add about 12 drops of serum to a cubic centi- 
meter of hydatid fluid (previously passed through a Cham- 
berland filter) and to allow the mixture to stand 18 to 20 
hours at the room temperature. Not all hydatid fluids are 
capable of eliciting the reaction, and their failure is not 
associated with any noticeable diminution in their protein 
content. They conclude that a persistence of a marked 
reaction some weeks after operation probably indicates the 
continued presence of the parasite, but the disappearance 


of the reaction does not necessarily indicate complete . 


removal of the cysts. 


A New Method of Restoring the Continuity of the 
Bowel in Cases of Excision of a Growth Low 
Down in the Sigmoid Flexure. J. P. L. Mummery, 
London. Lancet, May 16, 1908. 

This ingenious plan worked admirably in the case report- 
ed. A large glass tube was tied into the upper loop of the 
sigmoid flexure, the end was passed into the lower loop of 
resected gut and was drawn through the anus by an assist- 
ant. This resulted in an invagination of the upper loop 
into the lower; in order to keep the invagination in place 
two or three silk sutures were inserted between the divided 
ends. A drainage tube was inserted and the abdomen 
clesed. The tube separated on the seventh day and was 
removed. A fecal fistula along the track of the drainage 
tube developed, but this healed spontaneosuly after a long 
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interval. The patient at present is well and has normal 
movemerts per rectum. 


Transplantation of Ovaries. F. H. Martin, Chicago. 
Surgery, Gynecology and Obstetrics, July, 1908. 


Martin reports the further history of two cases of 
heterotransplantation of the ovaries. In neither did the 
menstrual function return, although distinct relief of 
menopause symptoms resulted. A third case has been lost 
sight of. In five cases of homotransplantation, menstruation 
continued in four, and no menopause symptoms developed. 
In the first two cases a considerable period had elapsed 
between the removal of the ovaries and a second operation 
for transplantation, thus allowing uterine atrophy to pro- 
gress, possibly beyond a point where restitutio ad integrum 
was 10 be expected. The technic in heterotransplantation 
consisted in re-establishing a tubal lumen and implant- 
ing thin disks of normal ovary into the broad ligament 
close to the site of the new tubal outlet. In homotrans- 
plantation, thin disks of remaining normal ovarian tissue 
are similarly implanted. The operation causes no unusual 
reaction, and is worth trying. References and abstracts 
of the literature covering the entire subject conclude this 
interesting article. 


Eversion of the Uterus (Eversion de ?Utérus). Prerre 
Paris. Annales de Gynecologie et d’Obsté- 
trique, June, I 


The patient was forty-two years of age, and long under 
observation for painful menstruation and uterine hemor- 
rhages. Seen at the onset of this attack, the uterus was 
found much enlarged, but movable. Laborlike pains de- 
veloped, and soon an enormous, dark, friable and bloody 
mass presented outside the vulva. On account of hemor- 
rhage immediate operation was undertaken, the diagnosis 
being inversion due to fibroid tumor, although no con- 
stricting cervical ring was found. The tumor mass was 
rapidly removed at the level of the vulva, but greatly to 
the surprise of the operator the fundus of the uterus was 
found above the tumor and quite normal in shape. It was 
found that the posterior uterine wall and the cervix had 
harbored the fibroid and had expelled it by a process of 
eversion, the fundus taking no part. Recovery was un- 
eventful and the uterus was left in place by this operation 
of “subvaginal” hysterectomy. 


Diabetes Mellitus During Pregnancy, as an Indication 
for Induction of Abortion or Labor (Diabetes melli- 
tus in Gravidate als Indikation zur Unterbrechung der 
Schwangerschaft). A. Leipzig. Muen- 
chener Medizinische Wochenschrift, May 5, 1908. 


Fortunately diabetics rarely conceive, as pregnancy in a 
diabetic is of grave significance. Of nearly equal gravity is 
a true glycosuria beginning during gravidity. According 
to various authors pregnancy in diabetes reaches term in 
less than 50 per cent. Usually fetal death occurs during 
the seventh to eighth month; hydrocephalus or hydram- 
nios is very common. Of cases already suffering from 
diabetes two-thirds of the mothers recovered; of those 
whose glycosuria began during pregnancy three-fourths 
survived. The commonest outcome is coma either during 
or immediately after labor. One-third to one-half of the 
fetuses are lost, and of those who survive to term the 
majority are weakly and die early. The mothers are very 
readily subject to infection; the slightest trauma may lead 
to gangrene. The author advises early induction of labor, 
by means of metreurysis, as all forcible interference is 
contraindicated by the diabetes. 


Pregnancy Amaurosis (Uebcr Amaurose in der Schwan- 
gerschaft). E. Hotzpacu, Tiibingen. Zentralblatt 
fiir Gyndkologie, May 23, 1908 


Transient amaurosis in the course of jaundice of preg- 
nancy, uremia and eclampsia are well known and frequent, 
but true optic atrophy is very rare. The case reported is 
that of a woman of 37 years, pregnant for the tenth time, 
who noted decrease of vision (“a veil before her eyes”) 


beginning in the third month and leading to total blind- 
ness near term. One eye showed complete optic atrophy 
without hemorrhages, the other eye showed distinct but 
less advanced atrophy; no other ocular changes. Lues, 
tabes, etc., could be excluded; there was no nephritis. Pre- 
mature labor was at once induced and six days post-par- 
tum perception of light returned; eight days later sight in 
one eye was restored to 5/8-5/6. The other eye remained 
permanently blind. As the woman had eight living chil- 
dren sterility was induced by ligating the Fallopian tubes. 
Sterilization is not indicated in every case, for though re- 
currence of the disease with successive pregnancies is 
common, this does not always occur. In this disease the 
pregnancy should always be interrupted as soon as the 
diagnosis has been made, as the gravity of the prognosis 
increases with the progression of pregnancy. 


Gonorrheal Rheumatism Cured by Seminal Vesicu- 
lotomy. Eucene Futter, New York. New York 
Medical Journal, May 30, 1908. 


In this paper, Fuller adds another word to his previous 
communications upon this topic. He has performed to 
date seminal vesiculotomy for gonorrheal rheumatism 23 
times, without mortality. Of these cases, 17 were cured 
as a direct result of the operation and were well when 
last seen. The remaining 6 cases had relapses; two as the 
result of fresh infection, two from premature indulgence 
in sexual intercourse, and two from “recrudescence of 
the tenderness and inflammation of the seminal vesi- - 
cles” (?). The effects of vesiculotomy upon the rheuma- 
tism were striking; in acute cases, the pain subsides at the 
end of 24 to 36 hours, the swelling at the end of 4 days. 
In chronic cases, the pain disappears at the end of 10 
days. In a number of cases, the author has noticed that 
there is a mild and temporary recrudescence of the symp- 
toms in the third week after operation. These are due, 
in the author’s opinion, to premature closure of the tract 
of the incision before the complete drainage of all toxins 
has taken place. Rest, tonics and attention to nutrition, 
cures such relapses in most instances; if not, the wound 
must be opened and the tract drained with tubes. The 
author completes his report by a résumé of the histories 
of eight successful cases. 


Suprapubic Prostatectomy in Two Stages. Howarp Li- 
IENTHAL, New York. New York Medical Journal, 


June 13, 1908. 


The author enumerates the following advantages of the 
two-stage operation: 1. The dangers of serious hemor- 
rhage are minimized. 2. The total time of operation in- 
cluding both stages, is considerably shortened, the time of 
general anesthesia being reduced three-quarters. In the 
author’s hands. the combined time for both operations 
is rarely more than seven minutes, sometimes five. 3. The 
operator has plenty of opportunity to thoroughly explore 
the interior of the bladder, and to plan out the second 
operation. The author does not approve of preliminary 
cystoscopy. The operation also permits of putting the pa- 
tient in the best possible physical condition. 4. A pre- 
existing cystitis is cured by the drainage and urinary anti- 
septics before the prostatectomy, thereby reducing the 
danger of infection. 5. Relief of back pressure on the kid- 
neys with readjustment of normal conditions before pros- 
tatectomy. 6. Infection of the space of Retzius is avoided. 
7. Injury of the rectum is practically unknown. 8. The 
power of performing the sexual act is rarely interfered with 
after the suprapubic operation. The author reports a 
number of case histories in which life was apparently 
saved by resorting to the two-stage operation. The paper 
ends with a complete description of the author’s technic. 


Treatment of Gonorrheal Arthritis of the Large Joints 
with Bier’s Hyperemia (Zur Behandlung der Ar- 
thritis gonorrhoica der grossen Gelenke mittels Stau- 
ungshyperaemie). Bartzner, Berlin. Deutsche Zeit- 
schrift fiir Chirurgie, April, 1908. 


The excellent results obtained in a series of 40 cases 
treated in, Prof. Bier’s surgical clinic are recounted in de- 
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tail. No innovations in the technic were found necessary 
and the rubber bandage was applieu just as in acute infec- 
tions for 20 to 22 hours daily. The author wishes particu- 
larly to emphasize the value of the hyperemic treatment, in 
bringing about rapid relief of pain, and as a measure for 
shortening the course of the disease and producing func- 
tional results which are far superior to those obtained by 
the ordinary methods of treatment. 


The Phloridzin Test; with special reference to the influ- 
ence exerted by a diseased kidney on the excretory 
work of the second organ. E. Beer, New York. Jour- 
nal of the American Medical Association, June 13, 1908. 


Beer reports seven cases, demonstrating that a diseased 
kidney may so affect the excretory activity of the other 
kidney as to mislead all who rely too much on our present 
functional tests. This is exclusive of the usually tempo- 
rary and probably reflex, oliguria or anuria of the second 
kidney in obstructive conditions of the diseased side, and 
the degenerative changes or so-called toxic or sympathetic 
nephritis induced by the disease of the other kidney. In 
the reported cases he used the phloridzin test which, in 
normal cases causes glycosuria, and found that the diseased 
organ so influenced the other that the latter failed to 
excrete sugar so long as the diseased kidney remained in 
the body. After nephrectomy the reaction was normal in 
three cases and after nephropexy in one. Two of the 
patients died and in one the operation failed to relieve the 
condition on the diseased side, but in all three the insuffi- 
ciency of the other kidney indicated by the phloridzin test 
did not exist. These cases point to but one conclusion, #. e., 
that a diseased kidney may so influence the second organ 
as to make it appear gravely diseased. Somewhat similar 
observations have been reported by Rovsing and Kapsam- 
mer; and Albarran, Koranyi and C. Wilbrecht have noticed 
the improvement in function of the second kidney following 
relief of diseased conditions in the other. From all the 
facts Beer concludes that there is probably a factor underly- 
ing functional tests that has not been sufficiently empha- 
sized in the past. He does not discuss the question whether 
this influence is toxic or reflex, or both combined, but until 
it can be estimated, he says, all functional tests of the 
excretory activity of a kidney are misleading. 


Cystic Tumor of the Suprarenal Body, Successfully 
Removed by Operation. A. H. G. Doran, London. 
British Medical Journal, June 27, 1908. 

The patient, female, aged 62, had suffered for years 
with abdominal pain in the left side, accompanied by 
dyspeptic symptoms. On examination a tumor, round and 
freely movable could be found in the left loin. It could 
be pushed beneath the ribs and downward below the um- 
bilicus. The descending colon was demonstrated to lie 
in front of the growth. At operation the tumor was 
found to be cystic and to occupy the region in front of 
the kidney and below the pancreas. It was easily shelled 
out and the pedicle tied. Pathological examination showed 
the cyst to be of adrenal origin. In a review of the liter- 
ature the author found 13 instances of adrenal cysts. 


Botryomycosis (Botryomycose). Letutte. La Presse 


Médicale, May 27, 1908. 


This disease which is characterized by the formation of 
small raspberry-like cutaneous tumors, was described by 
Poncet and Dor about ten years ago. They found that 
yellow granules, or muriform masses, were regularly pres- 
ent, and ascribed the production of the granulomatous ped- 
unculated nodules to the action of a specific staphylococcus, 
which had been described by Bollinger under the name 
Botryomyces equi. 

The author considers the Botryomycoma to be an in- 
flammatory and parasitic lesion of the skin and subcutane- 
ous tissues, and believes that the pathogenic parasite is a 
large cellular clement, the botryomycogenic cell. Its proto- 

lasm is hyaline and is possessed of phagocytic properties, 
The organism is comparable to the amebae found in dys- 
entery. By virtue of a coalescence of the bodies of these 


parasites, and their consequent hyaline degeneration, the 
yellow granules are produced. 


The Placental Transmission of Bacillus Typhosus, 
with Report of a Case. Couoe, Baltimore. 
American Journal of Obstetrics, June, 1908. 


Cohoe reports the case of a woman who during the 
course of a typhoid aborted spontaneously. The fetus was 
expelled with membranes intact. Typhoid bacilli in pure 
culture were found in the amniotic fluid, the heart’s and 
umbilical blood and in the spleen. These cases of placen- 
tal transmission are very rare as the intact placenta ap- 
pears to act as a competent filter against the infection. 
Only when the placenta is injured by some pre-existing in- 
flammation or by the typhoid toxins does fetal infection 
occur, and it always proves fatal to the child. 


The Treatment of Bedsores (Zur Behandlung des De- 
kubitus). R. TELLER, Giessen. Muenchener Medizin- 
ische Wochenschrift, May 12, 1908. 


There are cases where decubitus cannot be avoided, es- 
pecially in paralyzed patients, in marked asthenia, etc. Pro- 
phylactically, strict cleanliness, care of the skin, air cush- 
ions, water beds, etc., ate generally employed. After a 
bedsore has developed a water bath is used in large hospi- 
tals, but is not practicable everywhere. The author keeps 
the affected skin dry by free use of Lassar’s paste. He 
cleans up the infected necrotic granulations by a small wet 
dressing of aluminum acetate or hydrogen peroxid and 
dusts the ulcer with bismuth subgallate. To bring about 
more rapid healing the wound edges are massaged daily 
for from two to ten minutes. A warm full bath is given, 
the patient allowed to rest for an hour or more and then 
the local massage is applied. Finally the dressing is re- 
newed, Under this treatment the most stubborn bedsores 
rapidly begin to regress and heal. 


Tumor of the Carotid Gland, With Report of a Case. 
R. L. Catucart, Charleston. Journal of the South 
Carolina Medical Association, June, 1908. 


The patient, a male, aged 33, had noticed a tumor on 
the side of the neck for the past two years. Its growth 
had been gradual but slow; for the two months immedi- 
ately preceding operation its growth was more rapid. The 
tumor was about the size of a hen’s egg, hard, movable 
and firm. At operation the tumor was found to lie at the 
junction of the external and internal carotids. It was 
found necessary to ligate the common carotid for hemor- 
rhage and to resect parts of the external and internal 
carotid arteries because of adhesions to the tumor. Patho- 
logical examination show the tumor to be of carotid gland 
origin. 


Permanent Subcutaneous Drainage of the Ventricles 
in Hydrocephalus (Subcutane Dauerdrainage der 
Hirnventrikel beim Hydrocephalus). Frepor KRAvusE, 
Berlin. Berliner Klinische Wochenschrift, June 22, 


1908. 


Krattse obtains the necessary drainage by inserting a 
small silver tube, one end of which lies within the ventricle, 
the other (divided and bent at right angles) lies under 
the aponeuresis of the scalp. The liquor cerebri thus 
flows toward tissues in which it is comparatively quickly 
absorbed. In one case, in fact, a small edematous tumor 
resulted over the site of the canula, which, however, grad- 
ually disappeared. The author has tried this method in 
two cases of hydrocephalus. In one case of the chronic 
type. in a child of 5 years of age, the improvement both 
objectively and subjectively, was marked. In one acute 
case, the child died; but the author intends to give this 
method a further trial in acute cases. Krause believes 
that this operation is also indicated in dilatations of the 
ventricles due to cranial new growths. In two cases, in- 
deed, the signs of intracranial pressure were notably di- 
minished after operation. 
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